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TUMORS AND NEAR-TUMORS OF BONE* 


BY FREDERIC J. 


HAT’S the way I get them, and, oddly 
enough, see far more near-tumors and be- 
nign affairs than of the malignant cases. This 
may be because of much work done with osteo- 


CASE 1. FIG. 1. Osteitis fibrosa—(diffuse). The small hole 
is not a cyst, but operative scar in the bone. 


CASE 2. 
FIG. 2. 


Osteitis fibrosa traumatica. 
| CUT 1. Six weeks after trauma—3/31/23. 
- 3. CUT 2. After operation—7/17/23. 


‘FIG. 4. CUT 3. Has conti , 
1931, when last seen, eee 


myelitis cases, or because I work in a City Hos- 


Pital, or because I’m a known optimist if given 
half a chance! 
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ted at the Annual Meeting of the New England Surgi- 
y, September 26, 1930. 
-Formerly Senior Surgeon-in-Chief, Boston City Hos- 


: im and address of author see ‘This Week’s 
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COTTON, M.D.t 


What I’m going to present here is a rather 
strange hodge-podge of cases, interesting be- 
cause most of them have fooled some of the good 
ones, X-ray men as well as surgeons. 

Many of the slides are those shown at Balti- 
more. At that time Joseph C. Bloodgood,— 
broadcaster for better tumors, held a clinic. His 


CASE 3. FIG. 5. After fracture repair. 


office records 361 men registered, one or more 
from each state in the union. 

It was very interesting and I had an oppor- 
tunity to show a lot of material that was col- 
lected for this meeting on an earlier arrange- 
ment. 

For our purpose the cases have been roughly 
classified, but no accurate classification is possi- 
ble with the little we know about these cases. 

Available data cover just 70 cases. 

Rokitansky started this classification long ago. 

v. Recklinghausen was also busy long ago 
in the Vienna Museums, and published a de- 
scription of ‘‘Osteitis Fibrosa Cystica,’’ and an 
atlas which was not only convincing, but of an 
amazing beauty and quality of draughtsmanship. 
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CASE 3. FIG. 6. Osteitis fibrosa. 


CASE 4. FIG. 7. Osteitis fibrosa traumatica. 


But—that is not what we see. 

Just as Sud-Europa furnishes Osteomalacia 
cases that twist the human frame into grape- 
vines which we do not see here and for which we 





are not responsible. 


December 24, 19 31 


FIG. 8. Bone cyst: probably belongs in the o. fibro- 
Operated on after the third fracture, all practically 


CASE 5. 
sa section. 
spontaneous. 

Nine years before Dr. 
involving the lower two-thirds of the radius. 
posed but declined. 

At operation no sign of giant cell tissue. 

Built a new radius but during convalescence she fell and 
sustained a supracondylar fracture of the same arm: healed 
promptly. The humerus showed the even overgrowth type of 
o. fibrosa: no cysts: no porosis. 


Butler had reported a cyst, or cysts 
Operation pro- 


What we see may be classified as osteitis 
fibrosa, acute traumatic  osteitis-fibrosa, 
cases predominantly cystic, cases with 
marked fibrosis, and cases we can only call 
fibromata. 

Cases essentially osteoporotic, some of them 
endocrine, chondromata of hand or foot or 
wrist, that probably do not belong here at 
all, but rather hark back to the class of ves- 
tigial remainders, or to the defects of 
epiphyseal growths. 

Chondromata, or hook-like bone growths, be- 
longing to that weirdly named disorder, not 
disease, called multiple chondroma, 0 
osteoma, or chondrodysplasia, ete. 

So-called ‘‘giant-cell tumors’’—with cells of 





Volume 205 
Number 26 


NEW ENGLAND SURGICAL SOCIETY—COTTON 


1225 





CASE 6. FIG. 9. Cyst. 
Was opened up, cleaned out, 
still in protective Thomas splint sustained the 
shown which has never fully repaired. One 
showing the remains of cyst. 

No other bones involved. 

Osteitis fibrosa, I suppose. 


Spontaneous fracture. 
packed. Did well. 


Boy of 16. 
Later while 
fracture here 
operation since 


F. B. Mallory’s ‘‘foreign-body’’ giant-cell 
type, not properly malignant, though with 
a tendency to recur locally, and with occa- 
sional very rare metastatic cases. 


As against these, there is a type with cells 
of larger nuclei paler with more mitoses; that 
is frankly tumorous and malignant. Mallory 
has beautiful slides of such eases which are 
very rare. 


FIG. 10. Osteitis fibrosa. Cyst. Pathologic fracture. 





There are a very few cases of giant-cell tumor, 
exactly like the benign ones, which not only 
recur locally but also give metastases to lung 
and mediastinum. Not over a half a dozen such 
are recorded. I have one. 

Then comes a series of cases between the tumor 
of “‘foreign-body’’ giant cell type, and the re- 


CASE 7. FIG. 11. Postoperative—granulation 
tyst—at second operation. 


tissue—not 


CASE 7. FIG. 12. Skull, same case. 
Skull changes do occur, rarely, in what we call osteitis fibro- 
sa, as well as Paget’s. 


sidual cyst, in which there are both fluid and tis- 
sue; tissue with giant-cells mixed in. 

Then there are the cysts, those which very ob- 
viously originate in so-called ‘‘giant-cell tu- 
mors’’. 

No doubt Dr. George Barrie’s guess as to the 
fate of the giant-cell tumors which he called, 
with an odd inspiration, ‘‘osteomyelitis hemor- 
rhagica’’, was essentially correct. 

Trauma, intra-osseous hemorrhage, granula- 
tion tissue, destruction of ecaleium-containing 
bone, intramigration of ‘‘foreign-body’’ giant 
cells (their one function the absorption of waste 
ealecium-containing tissue), growth to a point of 
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fracture, or of total loss of the containing cortex, 
with or without the doubtful advantage of x-ray 
treatment (which may hasten either cure or 
erowth) or growth to the point of appropriate 
operation ; (the swiftest and cleanest answer to 


CASE 10. FIG. 15. Typical “foreign body” giant-cell tumor 
of the jaw. 


CASE 11. FIG. 16. Cyst. Very large. Operated on, treated 
protectively for months to avoid joint crumpling: excellent re- 
sult. 


CASE 8, FIG. 13. February 3, 1930. 
Spontaneous fracture. Varied diagnosis. Dr. Frank Hender- 
son operated. Clean, non-malignant fibroma. Repair. 


. — } 
CASE 9. FIG. 14. Giant cell tumor. Spontaneous partial CASE 12, FIGS. 17-18-19. Multiple secondary giant ¢él 
fracture of shell. 


tumors of bone. Spontaneous fracture of the tibia. 
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the problem) most of these cases take one road 
or the other, to end in either cure by peaceful 
ranulation and later ossification, with or with- 
out deformity, or else they go on to make cysts. 

This type of cysts may live under conditions 
of overpressure and this overpressure must be 


CASE 12. FIG. 18. The other tibia. 


CASE 12. FIG. 19. Same case—two tibiae. 


taken care of. Normally, their intracystie pres- 
sure is low, and a traumatic or operative break 
In the cyst-contour suffices to start granulation 
tissue and presently bring about a cure. 
Barrie’s theory, although valuable, does not 
cover all of the questions of giant-cells and cysts. 
There are cases of giant-cell tumor, two of 


which 


local will be shown, that tend to recur despite 


peration, and very rare cases that give 





metastasis and death, of which I have one ease. 
I have, also, one éase of recurring cyst. 

There are cases that show giant-cell growth, of 
the ‘‘foreign-body’’ type of cell, not included in 
surrounding bone at all. There are four in 


CASE 13. FIG. 20. Spontaneous fracture lower thigh. 
erated after four weeks. Typical giant-cell tumor. 

Last heard from about seven years later as a promising law 
student at Columbia. On physical examination 100%. 

Utterly a typical x-ray picture. 


Op- 


CASE 14, Giant cell tumor of phalanx. 


this list, and one of them was followed by bone- 
lesions that can only be called secondary. 

Now all this seems reasonable; but there are 
cases, not a few, that are not reasonable. 

We are confronted with the fact that the his- 
tologie picture of osteitis fibrosa is exactly du- 
plicated in cases of Paget’s disease, and in cases 
of quiet osteomyelitis with proved infection. 


FIG. 21. 
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Giant cell tumor of metacarpal. Oper- 
Recurrence of tumor about the uninvad- 
Second operation was wholly successful. 


CASE 15. FIG. 22. 
ated on: graft set in. 
ed, healed-in graft. 
Graft left in place. 

X-ray taken before the second operation. 

In Paget’s disease we get giant-cell growth, 
eysts, what we call sarcomata, of low malig- 
nancy, and the ‘‘Paget’s’’ cases grade down 
oddly into cases with so much porosis that one 
would say osteomalacia. 

After all, the only reasonable conclusion is 
that we are dealing here with non-tumorous 
changes representing more or less normal reac- 
tion (endocrine and vitamin disturbance set 
aside for argument) to a variety of stimuli, 


| 23 


CASE 16. FIG. 23. Case M. Typical foreign body giant cell 
tumor of radius at wrist—recurred four times. Cured by resec- 
tion tut patient died, 18 months later, of lung metastases, pre- 
sumably of same tumor: no autopsy. 





traumatic, hemorrhagic, degenerative, in fect 
In common we have in these cases a yp 
pretty uniformly favorable after relief 
sure conditions. 
In common we have in all, or nearly all, of 
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eaction 
Or pres- 
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CASE 16. FIG. 24. Case M, Metastases into lungs. Tumor 


of wrist typical giant cell—benign, but died of metastases, No 
autopsy. 


CASE 17. FIG. 25. Cyst. Previously (seven years before) 
determined as a giant cell growth (supposedly malignant). 

Note the distortion of the epiphyseal line, due either to tumor 
penetration or previous operation. 

This x-ray taken after my operation, and some repair growth. 


them, a difficulty of accurate distinction as 
against dangerous (the malignant) processes. 


After the reading of the paper, slides’ were 
shown and the following comments were made: 

Case 1. Fig. 1. This is an osteitis fibrosa. 
This is the point: I went in and dug out the 
tissue and relieved pressure conditions. That 18 
a comparatively common type. It is not, as 4 
rule, progressive. It is troublesome. It very 
often leads to spontaneous fractures that are 
hard to understand. They go on to repair very 
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CASE 21. FIG. 30. Case B: by the x-ray osteitis fibrosa. 


2 At operation proved osteomyelitis—(staphylococcus aureus) 
CASE 18. FIG. 26. C. H. Pure cyst with never any giant- | non-suppurative except for the tiny ‘‘Brodie’s abscess’’ that fur- 
cell content. Recurred twice with tension of fluid. Finally | nished the culture,—and the clue. 
cured, 11/15/28. Later operation by Dr. Horace Binney. 





CASE 19. FIGS. 27, 28. Case—July 14, 1926. 

Tumor: presumptively osteogenic sarcoma, no biopsy, in a 
man of 60 who very shortly later developed typical Paget’s dis- 
ease with a pathologic leg fracture. Under radiation the tumor 
disappeared. The leg mended and he went back to Newport 
as a city laborer. No recurrence, for at least two years. 


CASE 22. FIG. 31. Giant-cell tumor. Repeatedly recurrent 
and finally, through patient’s stubbornness, came to invasion 
a parts: amputation. Histologically, definitely non-malig- 
slowly: the opening up of the general mass of 
bone seems to slow up growth, even if it doesn’t 
have an absolutely curative effect. 

Case 2. Fig. 2. This is the postoperative 
picture of this ease. This followed after trauma 
and had a big massive overgrowth of bone with 
a considerable absorption in places. It is rather 
a confusing picture. It came on about five 
weeks after the trauma. 

Case 2. Fig. 3. The same thing after the 
bone has been dug out. It shows the beginning 
of the repair. 


CAST 20. FIG, 29, ; ; = P 
Case 2. Fig. 4. Here is a clinical cure pic- 


before on: ration, 





K. Fibroma: two spontaneous fractures 
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CASE 23. FIG. 32. D. Spontaneous fracture of clavicle, 
operated. lLiver-cell tumor with bile content, outside the classi- 
cal classification. 

Spontaneous fracture of humerus. 

Later, fracture of femur, metastases in chest, apparently 
somewhat delayed by x-ray treatment. No autopsy, but careful 
study of the two bone tumors. 

A peculiar liver-cell tumor. 





CASE 24. 
apparent osteitis fibrosa. 


FIGS. 33-34. 


x-rays. . Fig. 34. 





Pain in right shin. 





CASE 25. FIGS. 35-36. Myeloma, 


FIG. 35. Before operation. 

FIG. 36. Three years later. 

The man, fine, big and husky, is on the job. He has a skull 
that may show metastases, and one wouldn’t swear to Fig. 36, 
But so far, surgery and radiation have made good. 
performed. She had a fracture of the humerus 
through apparently normal bone with trauma. 
It healed. From that point on it began to carry 
out this curious transformation of the bone. 
Three years later after that fracture had healed 
she broke the same humerus again down lower 
and has gone on all this time with no sign of 
any malignant change, these various cysts grad- 





X-ray showed 
Aroused by a “hunch’”’ we had skull 


Wassermann and Hinton tests positive. 
Cure by injections, not operation. 


ture taken two years later. That case has been 
followed for about six years. She shows cer- 
tain changes in the other leg. No other bones 
have been involved so far as the x-ray or the 
clinical picture shows. 

Case 3. Fig. 5. This is one about the diag- 
nosis of which I am uncertain. This woman 
happened to have an intestinal cancer, about 
twelve years ago, for which resection was 





ually lessening in size. This case I have not 
operated on. 

Case 3. Fig. 6. Another view of the same 
case over a year later. 

Case 4. Fig. 7. Here is another one of the 
traumatic cases, also acute, that was cleared out 
and showed also a clinical cure. No other bones 
involved. 


Case 5. Fig. 8. This one came to me with 
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her third spontaneous fracture and there was a 
report from Dr. Butler nine years before. 
The plate couldn’t be found but the report said 
it involved about two-thirds of the lower end 
of the radius in a multiple cyst. The condition 
hadn’t changed in nine years. She had two frac- 
tures. She came to me the third time and was 
thoroughly opened up. During convalescence, 
she had a supracondylar fracture in that same 
arm. It showed a consistent even expansion of 
bone like that in Fig. 1. That healed. So far 
she has sinee been all right. 

Case 6. Fig. 9. Here is one of the cysts you 
find in the upper end of the femur. <A healthy 
boy about 15 at the time. Fracture was spon- 
taneous. This x-ray shows condition after the 
disease had been cleaned out. He made an 
enormous amount of bone during the repair and 
then cracking began below. He was treated 
again and we repaired that without any diffi- 
culty, and he is going around in a Thomas brace 
with apparently a normal femur but without ab- 
solutely full repair. Plates more recent than 
this show repair about completed. No other 
bones are involved in this ease. 

Case 7. Fig. 10. Another ease like the pre- 
ceding one. Nothing else known to exist. He 
had a fracture in early childhood somewhere 
down the thigh, but was supposed to be normal 
before this second fracture happened. Trauma 
was slight. 

Case 7. Fig. 11. I managed to get the leg 
straightened at the first operation. He repaired 
all except this hole which was supposed to be a 
re-formation of the cyst, which was apparently 
healed. The growth was opened a second time, 
cleared out, and only a granulation tissue mass 
was found. 

Case 7. Fig. 12. Here is the skull, unmistak- 
ably a pathologie skull. The boy is only about 
20 years old. He is a perfectly healthy fellow 
otherwise. 

Case 8. Fig 13. Here is a case which is rather 
curious. It is a case Dr. Henderson had in 
the hospital. We all supposed it was cystic, 
with a spontaneous fracture. We found that 
the cavity was entirely filled up with fibrous 
tissue. It healed perfectly. 

Case 9. Fig. 14. This is a typical giant-cell 
cyst. It has been cleaned out and for many 
years there has been a perfectly normal arm. 

Case 10. Fig. 15. Here is another giant 
cell, this time of the jaw. I think we had some 
difficulty in being sure about the diagnosis of 
non-mnalignaney. 

Case 11. Fig. 16. Cyst above the knee; (pure 
cyst) cleaned out with a very excellent result. 

Case 12. Fig. 17. Here is another one. All 
these areas are of giant-cell tumor tissue. This 
case had the original growth in the upper jaw 
m tie gum, but not in the bone. She has now 


‘had nine giant cell tumors, all typical, and two 


residual cysts showing no giant cells. 

Case 12. Fig. 18. This woman is now up 
in the Provinces and I have no recent data. She 
had a spontaneous fracture of the tibia. In 
trying to get herself up from the floor she broke 
the humerus. I have operated on eight of the 
growths on her, and they have all cleared up, 
but more have appeared lately, I am told. 


Case 12. Fig. 19. This same case. Two 
tibiae. 

Case 13. Fig. 20. Here is a typical condi- 
tion. This was a fracture from slight trauma 


in a healthy boy, and it proved to be a typical 
giant-cell tumor. That was about eight years 
ago. He has a perfectly normal leg, clinically. 

Case 14. Fig. 21. Here is a giant-cell tumor 
leading to almost total destruction of the 
phalanx. She has been all right ever since the 
operation consisting of curettage and packing 
followed by prompt regeneration. 

Case 15. Fig. 22. Here is an odd case, first 
operated on at the Children’s Hospital. The 
giant cell tumor was cleared out and a graft 
put in. The graft, as you see, is intact with 
the giant cell tumor surrounding it. I cleared 
out the tumor, left the graft, and she has had 
no recurrence. 

Case 16. Fig. 23. Here is a typical giant 
cell tumor, important because this case was op- 
erated on a number of times by various people, 
and finally came to an excision of the lower 
half of the radius, finally ending in death from 
lung metastases. 

Case 16. Fig. 24. Same case. All of those 
specimens are in the keeping of the Massachu- 
setts General and the City Hospital labora- 
tories. Since her death we have been over the 
whole thing, and there is no suspicion that that 
growth is different in any way from the type of 
‘‘foreign body’’ giant-cell tumor. There was, 
unfortunately, no autopsy. 

Case 17. Fig. 25. Here is the end result in 
a case that was remarkable in its way, an ab- 
solute corroboration of Dr. George Barrie’s the- 
ory as to these cases. This boy about ten years 
ago was operated on for what was supposed to 
be an osteomyelitis. The doctor blundered into 
what he didn’t want, took specimens, and 
‘‘hacked out’’. The pathologist’s diagnosis was 
a ‘‘giant-cell malignant’? tumor which, of 
course, was wrong. Seven years later the boy 
came to me to be treated for bowleg. I got an 
x-ray. As to the bowleg, how much of it was 
due to the tumor, and how much to the opera- 
tion, one will never know. 

The remaining lesion was pure cyst (mul- 
tiple) with no remainder of the original giant 
eell growth. 

This x-ray was taken after my operation. 

Case 18. Fig. 26. Pure cyst (recurrent). 

Case 19. Figs. 27 and 28. Tumor, presumed 
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to be osteogenic sarcoma which appears typical. 
Clinieal cure followed the application of x-ray. 
Before and after disappearance of the bulk of 
the tumor. <A good deal of calcification re- 
mained. 

Case 20. Fig. 29. Pure fibroma of phalanx. 

Case 21. Fig. 30. Osteomyelitis diagnosed 
by the x-ray and histologically an osteitis fibrosa. 

Case 22. Fig. 31. Giant cell tumor—stub- 
bornly recurrent but without metastases. 


Case 23. Fig. 32. Liver cell tumor, some- 
what suggesting myeloma in gross character. 


Case 24. Figs. 33 and 34. Syphilis is the 
proved cause, but so far as the tibia goes, it is 
much more the picture of osteitis fibrosa. 


Case 25. Figs. 35 and 36. Myeloma head 
of humerus. Same case after operation and re- 
generation. In perfect health, apparently, five 
years later. 





RESOLUTION SUGGESTING A CHANGE IN REG- 
ULATIONS FOR THE RECOMMISSION AND 
REASSIGNMENT OF OFFICERS IN THE ORGAN- 
IZED RESERVE OF THE U. 8S. ARMY 


Whereas, The present Army regulations require 
that every medical reserve officer shall, during each 
five years’ commission period, put in two hundred 
hours of military work, in camp, correspondence 
school, inactive training meetings, or similar mili- 
tary activity, or else become ineligible for renewal 
of his commission with assignment to an Organized 
Reserve Unit, and therefore revert to the “Auxiliary 
Reserve” in time of peace; and 

Whereas, There are many highly trained, highly 
skilled and very active physicians who, as reserve 
officers, have been assigned as chiefs and other dis- 
tinctly professional services, and in positions re- 
quiring special technical skill such as is usually 
possessed by specialists, carrying very little ad- 
ministrative responsibility, and whose professional 
duties in busy private lives make them especially 
well fitted for their duties in their army assignments, 
but whose same duties make it practically impossible 
for them to carry on military work in time of peace; 
and 

Whereas, Many of these men and their valuable 
attainments are being lost to the Organized Reserve, 
although they are willing and anxious to serve their 
country in time of need and do not aspire to advance- 
ment in grade. Therefore, be it 

Resolved, That the Medical Society of Virginia, 
desiring that the medical profession may be of the 
greatest service to our country, respectfully suggests 
that the best interests of the military service might 
be enhanced if the regulations regarding the Organ- 
ized Reserve were changed to provide for the recom- 
mission and reassignment of officers holding assign- 
ments such as those mentioned in the second para- 
graph, even though they may not have completed 


the required amount of military work, and hereby 
recommend consideration of such change; and fur- 
ther be it 
Resolved, That a copy of this resolution be sent 
to the Corps Area Surgeon, and the Commanding 
General of the 3rd Corps Area, and the Surgeon 
General of the Army, the officer in charge of Organ- 
ized Reserves, Third Corps Area, the Adjutant Gen- 
eral of the Army, the Chief of Staff of the Army, 
and the secretary of each State medical association. 
(Signed): 

W. A. BRUMFIELD, M.D., Chairman, 

G. A. L. KoLmer, M.D., 

NELSON MERCER, M.D., 

Committee, 





A NEW NOMENCLATURE OF DISEASE 


At the annual meeting of the National Conference 
on Nomenclature of Disease held at the New York 
Academy of Medicine in December, 1931, a new “sys- 
tem of defining more specifically all known diseases 
was approved by the delegates from national clinical 
organizations and governmental and statistical bu- 
reaus” was approved. 

The list will be printed by the United States Pub- 
lic Health Service and submitted for trial by hospi- 
tals, public health services, the army, the navy, and 
Veterans’ Bureau. After a year’s trial it will be 
again considered and, if found to be desirable, will 
be revised. 

Under existing conditions the records of some dis- 
eases cannot be of statistical value because the classi- 
fications are not alike in several instances. 

The officers elected for the ensuing year are: Dr. 
Haven Emerson, president; Dr. Henry Christian, 
vice-president; Dr. E. H. Lewinski Gorwin, secretary; 
Dr. George Baehr, chairman of the executive com- 
mittee, and Dr. Logie, executive secretary. 
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ETIOLOGIC FACTORS IN HYPERTENSION* 






BY ROBERT STERLING PALMER, M.D.t 


BNORMAL blood pressure, broadly speak- 

ing, refers to systolic pressures below 100 
mm. of mereury and above 140 mm. of mer- 
cury, hypotension and hypertension respective- 
ly. Clinically, hypotension, or abnormally low 
blood pressure, is acutely important in hemor- 
rhage, shock, and myocardial insufficiency and 
chronically in prolonged infections such as tu- 
berculosis. It is purely secondary and is dealt 
with through the primary cause. So-called es- 
sential, or constitutional hypotension, not infre- 
quently found in asthenic individuals and rare- 
ly in robust athletic ones, usually is not in it- 
self clinically important since there may be no 
symptoms, and since, when found after 50 years, 
it is associated with longevity and the absence of 
vascular lesions’. 

On the other hand, the problem of abnormally 
high blood pressure, including especially essen- 
tial arterial hypertension or hyperpiesia, is a 
major one, rivaling that of cancer, because heart 
disease is the leading cause of death in this 
country and because, in 30 to 40 per cent of 
cases, heart disease is associated with arterio- 
sclerosis or hypertension®:*. The late or ter- 
minal events in the course of hypertension pro- 
ducing this large proportion of deaths and an 
unknown but certainly very considerable pro- 
portion of costly disability are congestive and 
anginal heart failure, renal failure or uremia, 
hypertensive encephalopathy, and cerebral ac- 
eidents. The recognition and treatment of these 
affairs constitute at best, however, only symp- 
tomatic relief. If we hope to alter the progres- 
sive course of abnormally high blood pressure, 
we must understand the vascular mechanism in- 
volved, we must make an early diagnosis of the 
existence of this mechanism, and we must ap- 
preciate fully all possibie etiologic factors. 

The incidence of hypertension varies greatly 
with the particular group studied. About 10 
per cent of male university freshmen will show 
Systolic pressures over 140 mm. of mercury; 
about 2 per cent will have pressures over 150 
mm. of mercury. The evidence indicates that 
those showing these pressures are somewhat more 
likely to show abnormal pressures ten years 
later, though many will be found normal‘. In 
a group of over 5,000 white prisoners Alvarez 
found a few showing hypertension in early or 
middle life, but no considerable number of sys- 
tolic pressures of 140 mm. or more are discov- 
ered until the 40 to 45 year age group is reached 


oa the Medical Clinic of the Massachusetts General Hos- 
— expense of this study was paid by a grant from the 
Toctor Fund for the Study of Chronic Disease. 


+Palmer—Assistant in Medicine, Massachusetts General Hos- 


— ‘nd Harvard Medical School. For record and address of 
wor 


see ‘This Week’s Issue’, page 1261. 





and the increase is not marked until after 50 
years’. The systolic pressure increases gradual- 
ly with age until the time of puberty, when there 
is a fairly marked rise, after which the aver- 
age normal level remains stationary® until 40 
to 50; at this age a certain number of in- 
dividuals will begin to show abnormally high 
systolic pressures. In a hospital population, 
including out-patient department and wards, 
the age incidence of hypertension rises gradual- 
ly and progressively until the age period 40 to 
45, when there is a sudden rise in the curve. The 
onset of this marked rise occurs five years earlier 
for women than for men’. In general, essen- 
tial hypertension may be found at any time 
from puberty onward, though it is most likely 
to be discovered after 45 years of age. In its 
earliest stage the chief characteristic is vari- 
ability. At times it may be moderately or much 
increased, only to be followed by perfectly nor- 
mal readings. The response to psychic or emo- 
tional stimuli is marked. This is sometimes 
called the spastic, variable, or youthful type of 
hypertension. It is very likely purely func- 
tional in nature at this stage and offers the 
best opportunity for successful management. 
The fact that hypertension may occur in young 
adults and the fact that it is a constitutional 
disease, as will be shown, are strong reasons for 
urging annual routine health examinations. 

The underlying mechanism for the produc- 
tion of abnormally high blood pressure is an in- 
creased peripheral resistance. Physiologically 
blood pressure results from the influence of three 
main factors: the head of pressure or minute 
volume output of the heart, the viscosity of the 
blood, and the resistance offered to the flow of 
blood through the vascular system. Variations 
in ealiber of the larger arteries are not such, as 
a rule, as to alter markedly the blood pressure, 
but as the vascular stream widens enormously 
into the minute vessels of the body, general and 
local alterations in the caliber of these vessels 
become of the utmost importance. The marked 
nonrhythmie variations in blood pressure ob- 
served clinically (spontaneous as well as the re- 
sult of various stimuli), and the fall in blood 
pressure obtained under the influence of vaso- 
dilating agents, such as amyl nitrite, indicate 
the importance of vasoconstriction as a cause of 
hypertension. Moreover, the experimental work 
of Weiss and Ellis*® has confirmed the obser- 
vation that other aspects of the circulatory dy- 
namics remain normal in essential arterial hy- 
pertension while there is an abnormally in- 
creased resistance in the arterioles. It thus ap- 
pears that the arterial hypertension is neces- 
sary to overcome this arteriolar resistance in 
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maintaining an adequate blood supply to the 
tissues. 

The control of the caliber of the arterioles is 
exercised by the vasomotor nerves with centers 
in the medulla and spinal cord and possibly with 
autonomous peripheral vasomotor centers’. 
How large a part in vasomotor control is played 
by central nervous system impulses and how 
large a part by peripheral factors, such as 
changes in viscosity due to concentration and 
dilution of the blood in tissue nutrition and 
changes in blood chemistry, especially the in- 
fluence of carbon dioxide and oxygen and the 
hydrogen ion concentration of the blood, re- 
mains a complex problem requiring solution be- 
fore this mechanism of peripheral resistance in 
hypertension is fully elucidated. 

It has long been recognized that certain strains 
of the human family and certain individual 
types are especially prone to develop vascular 
disease. One might say that some individuals 
inherit a predisposition to develop the particu- 
lar circulatory response just described, pro- 
vided proper additional stimuli are present. The 
first step in dealing with this disease, then, is 
to recognize the potential hypertensive by his 
family history and by his individual type and 
the second step is to arrange his life in order 
to avoid, if possible, those recognized factors 
which enhance the development of the disease. 


Draper™ has stressed the fact that the in- 
dividual reacts to the environment both psy- 
chologically and somatically and that these re- 
actions may, within limits, be so predicted that 
disease potentialities may be recognized. That 
the sympathetic nervous system apparently lies 
at the border line, as it were, between mind 
and body may be especially important in essen- 
tial arterial hypertension. The sthenie or hy- 
persthenie habitus, the florid face, short thick 
neck and full chest have always been associ- 
ated in the minds of physicians with vascular 
disease. Draper’* has found the morphologic 
signs of hypertensives to be tallness in women 
as compared with other disease groups; the 
skulls are larger and heavier with long man- 
dibles; there is relatively greater length of 
long bones, hands and fingers; the girth of chest 
is greater. The males have characteristically 
wide set eyes, high arched palate, often narrow 
and sharply vaulted; the jaw is long and nar- 
row; the face is large and florid. This disease 
group includes males relatively less masculine, 
so far as skeletal proportions go, while the fe- 
males tend to virilism. It is frequently strik- 
ing to note the family resemblance in women 
with malignant hypertension. As Draper points 
out, the face and head rather suggest acromeg- 
aly. Moscheowitz'® has described well the men- 
tal reactions of these people. ‘‘Psychically they 
are the antithesis of the child. They do not 
play. They have no illusions. They are tense, 








are irritable, and have single track minds 
While their mental horizon is narrow, within 
this range they are terribly tense and pursue 
their aims with a grim desperation.’’ Mere 
are also the weak and unsuccessful ones for 
whom the continued failure in the strugele for 
existence constitutes the lifelong mental strain 
characterizing the victims of this disease. ( riven 
this particular type of individual morpholoe. 
ically and psychologically, and especially if 
there is a family history of cardiovascular dis. 
ease, it becomes necessary to recognize all pos- 
sible factors predisposing to the development of 
hypertension. 


There are some conditions associated in such 
a way with hypertension that, in a manner 
of speaking, the high blood pressure may be 
called secondary. From this point of view sec- 
ondary hypertension is found in acute and 
chronic glomerulonephritis, nephritie toxemia 
of pregnancy and eclampsia, obstruction in the 
urinary tract, in lead, arsenic, mercury, and 
copper poisoning, in increased intracranial pres- 
sure, possibly in some eases of localized cerebro- 
vascular sclerosis’, in congenitally increased 
peripheral resistance such as coarctation of the 
aorta’. There is also the paroxysmal hyper- 
tension of adrenal tumors?® ** 38, 

Of far greater importance and interest than 
these causes of secondary hypertension are 
those factors which may be related etiological- 
ly to true primary or essential arterial hyper- 
tension. Among first causes, dietary and me- 
tabolic errors have been most frequently im- 
pugned. Animal experimentation’® has indi- 
eated that diets high in protein may result in 
kidney damage and hypertension. It appears 
that this may be due not so much to the pro- 
tein as to the effect on the acidity of the ex- 
ereted urine; that is to say, those diets high in 
protein result in a more acid urine. These are 
known, in general, as acid-ash diets. It is 
doubtful, however, whether the results of these 
experiments carried out on herbivorous animals 
may be transferred to man, an omnivorous one. 
Clinically, Langstroth®® has suggested that a 
eause of degenerative diseases including hyper- 
tension is that the average American diet is 
deficient in protective foods. Sansum*' perhaps 
has been the chief proponent of the ill effects 
of the acid-ash diet and the lack of fruits. On 
the whole, the importance of acid-ash constitu- 
ents of the diet has been overemphasized and 
furthermore, special restriction of protein, other 
than in renal failure to maintain a normal blood 
nitrogen, does not seem to be necessary. 

The effect of acid-ash and alkaline-ash diet 
may be noted by taking the pH of the urine. 
If an acid-ash diet were responsible for the 
production or maintenance of degenerative vas 
cular disease with hypertension, one might ex 
pect the pH of the urine to be more clefinite- 
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ly on the acid side than is the urine of those 
not suffering from this condition. The aver- 
age pH of the urines of twenty-one patients 
with heart and vascular disease with hyperten- 
sion was 5.94,—as it happened, slightly more 
alkaline than the average pH of twenty-four 
routine out-patients without hypertension, 
which was 5.78. It might be suggested that 
previous dietary errors and not present habits 
are responsible. To this there is no answer 
except that dietary habits in general are very 
likely to continue the same unless changed for 
definite reasons, which in these eases would 
probably be therapeutic. If it is proposed that 
an acid-ash diet might be responsible for the 
diseases in the control group, including tuber- 
culosis, respiratory infections, constipation, duo- 
denal ulcer, polyp of the sigmoid, gall bladder 
disease, epilepsy, obesity, migraine, fatigue, 
psychoneurosis, and no disease at all, one can- 
not hold it responsible for any special effect 
in hypertension unless one supposes that it has 
such an effect on those by inheritance and con- 
stitution predisposed to develop hypertension. 
The impression remains that the causal relation 
if any, between acid-ash diet and hypertension 
is tenuous and at least requires further convinc- 
ing proof. 

Vitamins are of great importance, but that 
the lack of these elements is responsible for de- 
generative disease, including hypertension, has 
not been demonstrated. Furthermore, it has 
been clearly shown by recent work**: ** that pro- 
longed use of almost exclusively meat diets is 
without deleterious effect on normal individuals. 
Salt retention has been held responsible*® *° for 
hypertension. The evidence is conflicting’® **, 
but it is suggested that on restricted salt diets 
the favorable effect on the blood pressure may 
result from the general régime which is fol- 
lowed and on the loss of weight which accom- 
panies it. Whether cholesterol may be of im- 
portance is not clear® *°-*1, Its significance, if 
any, is probably more related to the production 
of arteriosclerosis than of hypertension. Some 
pressor substance in the blood or urine definite- 
ly related to hypertension has long been sought. 
Major and his eoworkers**: ** believe they have 
found in the blood of patients with hyperten- 
sion increased amounts of guanidine bases not 
found in the blood of normal people. Other 
workers** have failed to find evidence of pres- 
sor substanees in arterial hypertension. While 


the possibility of such a factor being involved 
must be kept in mind, the actual presence and 
effect of such substances have not been conclu- 


sively demonstrated. 

The second etiologic faetor, strongly sug- 
gestol by a number of clinical facts, is that en- 
di e dysfunetions may be associated with 
ess lint hypertension, The marked rise in pres- 
Su { puberty® and again the marked rise 





which oceurs at 45 to 507 would indicate that 
onset of glandular activity, in the first instance, 
and increased, followed by decreased, glandular 
activity in the second instance have important 
effects upon the blood pressure level. Alvarez 
and Zimmermann*®* have shown that the blood 
pressures of sexually abnormal women average 
considerably higher than those of the sexually 
normal. They found evidence that essential hy- 
pertension is a bodily peculiarity inherited 
equally by males and females, but ordinarily 
prevented or repressed until the menopause in 
females by ovarian or other related glandular 
secretions. It is a well-known observation that 
hyperthyroidism increases the pulse pressure 
with an increase in the systolic level. In some 
cases of essential hypertension the symptoms 
and signs are such as to suggest an early or an 
incomplete Graves’ syndrome. 

Adrenalinemia has been proposed as a cause 
of essential hypertension, a theory to which sup- 
port has been lent by the finding of adrenal tu- 
mors in paroxysmal hypertension, referred to 
above. However, animal experimentation in- 
dicates that absence of adrenal secretion has no 
effect on the blood pressure during the period 
of health preceding the final few days of ter- 
minal symptoms**. Altnow and O’Hare*’ could 
find no constant immediate effects on the blood 
pressure as a result of parathyroid administra- 
tion. 

The relation of pancreatic deficiency, high 
blood sugar, and hypertension has been much 
discussed. The incidence of diabetes is at an 
age period when one expects the appearance of 
hypertension. The consensus of opinion is that 
there does not appear to be any causal rela- 
tion between high blood sugar and hyperten- 
sion?®: 39, 40° 

A number of miscellaneous possibilities re- 
quire passing mention. One is that of Rappa- 
port*t, who believes that high blood pressure 
may be related to diminished blood volume in 
the pulmonary circulation, usually the result 
of sedentary habits and increasing weight, with 
diminished chest volume, the result of obesity 
and consequent high diaphragm. Lintz*? has 
commented upon the association of small lungs 
and large hearts at autopsy, while Vincent and 
Thompson*’, using a continuous blood pressure 
recording device, demonstrated a fall in blood 
pressure brought about by rapid deep breath- 
ing. There seems to be no doubt that blood 
pressure may fall, at least temporarily, as a 
result of forced breathing. What the relation 
of intrathoracic volume and of carbon dioxide 
coneentration may be to this fact is not entirely 
clear. The subject requires investigation, but 
it would seem that help might be gained from 
tabulation of blood pressures in cases of Pott’s 
disease or other deformities of the chest in 
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to be osteogenic sarcoma which appears typical. 
Clinieal cure followed the application of x-ray. 
Before and after disappearance of the bulk of 
the tumor. <A good deal of calcification re- 
mained. 

Case 20. Fig. 29. Pure fibroma of phalanx. 

Case 21. Fig. 30. Osteomyelitis diagnosed 
by the x-ray and histologically an osteitis fibrosa. 

Case 22. Fig. 31. Giant cell tumor—stub- 
bornly recurrent but without metastases. 


Case 23. Fig. 32. Liver cell tumor, some- 
what suggesting myeloma in gross character. 


Case 24. Figs. 33 and 34. Syphilis is the 
proved cause, but so far as the tibia goes, it is 
much more the picture of osteitis fibrosa. 


Case 25. Figs. 35 and 36. Myeloma head 
of humerus. Same case after operation and re- 
generation. In perfect health, apparently, five 


years later. 





RESOLUTION SUGGESTING A CHANGE IN REG- 
ULATIONS FOR THE RECOMMISSION AND 
REASSIGNMENT OF OFFICERS IN THE ORGAN- 
IZED RESERVE OF THE U. 8S. ARMY 


Whereas, The present Army regulations require 
that every medical reserve officer shall, during each 
five years’ commission period, put in two hundred 
hours of military work, in camp, correspondence 
school, inactive training meetings, or similar mili- 
tary activity, or else become ineligible for renewal 
of his commission with assignment to an Organized 
Reserve Unit, and therefore revert to the “Auxiliary 
Reserve” in time of peace; and 

Whereas, There are many highly trained, highly 
skilled and very active physicians who, as reserve 
‘officers, have been assigned as chiefs and other dis- 
tinctly professional services, and in positions re- 
quiring special technical skill such as is usually 
possessed by specialists, carrying very little ad- 
ministrative responsibility, and whose professional 
duties in busy private lives make them especially 
well fitted for their duties in their army assignments, 
but whose same duties make it practically impossible 
for them to carry on military work in time of peace; 
and 

Whereas, Many of these men and their valuable 
attainments are being lost to the Organized Reserve, 
although they are willing and anxious to serve their 
country in time of need and do not aspire to advance- 
ment in grade. Therefore, be it 

Resolved, That the Medical Society of Virginia, 
desiring that the medical profession may be of the 
greatest service to our country, respectfully suggests 
that the best interests of the military service might 
be enhanced if the regulations regarding the Organ- 
ized Reserve were changed to provide for the recom- 
mission and reassignment of officers holding assign- 
ments such as those mentioned in the second para- 
graph, even though they may not have completed 





the required amount of military work, and hereby 
recommend consideration of such change; and fur- 
ther be it 
Resolved, That a copy of this resolution be sent 
to the Corps Area Surgeon, and the Commanding 
General of the 3rd Corps Area, and the Surgeon 
General of the Army, the officer in charge of Organ- 
ized Reserves, Third Corps Area, the Adjutant Gen- 
eral of the Army, the Chief of Staff of the Army, 
and the secretary of each State medical association. 
(Signed): 

W. A. BRUMFIELD, M.D., Chairman, 

G. A. L. KoLmer, M.D., 

NELSON MERCER, M.D., 

Committee. 





A NEW NOMENCLATURE OF DISEASE 


At the annual meeting of the National Conference 
on Nomenclature of Disease held at the New York 
Academy of Medicine in December, 1931, a new “sys- 
tem of defining more specifically all known diseases 
was approved by the delegates from national clinical 
organizations and governmental and statistical bu- 
reaus” was approved. 

The list will be printed by the United States Pub- 
lic Health Service and submitted for trial by hospi- 
tals, public health services, the army, the navy, and 
Veterans’ Bureau. After a year’s trial it will be 
again considered and, if found to be desirable, will 
be revised. 

Under existing conditions the records of some dis- 
eases cannot be of statistical value because the classi- 
fications are not alike in several instances. 

The officers elected for the ensuing year are: Dr. 
Haven Emerson, president; Dr. Henry Christian, 
vice-president; Dr. E. H. Lewinski Gorwin, secretary; 
Dr. George Baehr, chairman of the executive com- 


mittee, and Dr. Logie, executive secretary. 
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ETIOLOGIC FACTORS IN HYPERTENSION* 


BY ROBERT STERLING PALMER, M.D.t 


BNORMAL blood pressure, broadly speak- 

ing, refers to systolic pressures below 100 
mm. of mercury and above 140 mm. of mer- 
cury, hypotension and hypertension respective- 
ly. Clinically, hypotension, or abnormally low 
blood pressure, is acutely important in hemor- 
rhage, shock, and myocardial insufficiency and 
chronically in prolonged infections such as tu- 
berculosis. It is purely secondary and is dealt 
with through the primary cause. So-called es- 
sential, or constitutional hypotension, not infre- 
quently found in asthenie individuals and rare- 
ly in robust athletic ones, usually is not in it- 
self clinically important since there may be no 
symptoms, and since, when found after 50 years, 
it is associated with longevity and the absence of 
vascular lesions’. 


On the other hand, the problem of abnormally 
high blood pressure, including especially essen- 
tial arterial hypertension or hyperpiesia, is a 
major one, rivaling that of cancer, because heart 
disease is the leading cause of death in this 
country and because, in 30 to 40 per cent of 
cases, heart disease is associated with arterio- 
sclerosis or hypertension?*. The late or ter- 
minal events in the course of hypertension pro- 
ducing this large proportion of deaths and an 
unknown but certainly very considerable pro- 
portion of costly disability are congestive and 
anginal heart failure, renal failure or uremia, 
hypertensive encephalopathy, and cerebral ac- 
cidents. The recognition and treatment of these 
affairs constitute at best, however, only symp- 
tomatic relief. If we hope to alter the progres- 
sive course of abnormally high blood pressure, 
we must understand the vascular mechanism in- 
volved, we must make an early diagnosis of the 
existence of this mechanism, and we must ap- 
preciate fully all possible etiologic factors. 

The incidence of hypertension varies greatly 
with the particular group studied. About 10 
per cent of male university freshmen will show 
systolic pressures over 140 mm. of mercury; 
about 2 per cent will have pressures over 150 
mm. of mercury. The evidence indicates that 
those showing these pressures are somewhat more 
likely to show abnormal pressures ten years 
later, though many will be found normal*. In 
a group of over 5,000 white prisoners Alvarez 
found a few showing hypertension in early or 
middle life, but no considerable number of sys- 
tolic pressures of 140 mm. or more are discov- 
ered until the 40 to 45 year age group is reached 

— the Medical Clinic of the Massachusetts General Hos- 
pital. 


The expense of this study was paid by a grant from the 
Proctor Fund for the Study of Chronic Disease. 

+Palmer—Assistant in Medicine, Massachusetts General Hos- 
pital and Harvard Medical School. For record and address of 
author see ‘“‘This Week’s Issue’’, page 1261. 





and the increase is not marked until after 50 
years’. The systolic pressure increases gradual- 
ly with age until the time of puberty, when there 
is a fairly marked rise, after which the aver- 
age normal level remains stationary® until 40 
to 50; at this age a certain number of in- 
dividuals will begin to show abnormally high 
systolic pressures. In a hospital population, 
including out-patient department and wards, 
the age incidence of hypertension rises gradual- 
ly and progressively until the age period 40 to 
45, when there is a sudden rise in the curve. The 
onset of this marked rise occurs five years earlier 
for women than for men’. In general, essen- 
tial hypertension may be found at any time 
from puberty onward, though it is most likely 
to be discovered after 45 years of age. In its 
earliest stage the chief characteristic is vari- 
ability. At times it may be moderately or much 
increased, only to be followed by perfectly nor- 
mal readings. The response to psychic or emo- 
tional stimuli is marked. This is sometimes 
called the spastic, variable, or youthful type of 
hypertension. It is very likely purely fune- 
tional in nature at this stage and offers the 
best opportunity for successful management. 
The fact that hypertension may occur in young 
adults and the fact that it is a constitutional 
disease, as will be shown, are strong reasons for 
urging annual routine health examinations. 
The underlying mechanism for the produc- 
tion of abnormally high blood pressure is an in- 
creased peripheral resistance. Physiologically 
blood pressure results from the influence of three 
main factors: the head of pressure or minute 
volume output of the heart, the viscosity of the 
blood, and the resistance offered to the flow of 
blood through the vascular system. Variations 
in ealiber of the larger arteries are not such, as 
a rule, as to alter markedly the blood pressure, 
but as the vascular stream widens enormously 
into the minute vessels of the body, general and 
local alterations in the caliber of these vessels 
become of the utmost importance. The marked 
nonrhythmie variations in blood pressure ob- 
served clinically (spontaneous as well as the re- 
sult of various stimuli), and the fall in blood 
pressure obtained under the influence of vaso- 
dilating agents, such as amyl nitrite, indicate 
the importance of vasoconstriction as a cause of 
hypertension. Moreover, the experimental work 
of Weiss and Ellis*:® has confirmed the obser- 
vation that other aspects of the circulatory dy- 
namics remain normal in essential arterial hy- 
pertension while there is an abnormally in- 
creased resistance in the arterioles. It thus ap- 
pears that the arterial hypertension is neces- 
sary to overcome this arteriolar resistance in 
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maintaining an adequate blood supply to the 
tissues. 

The control of the caliber of the arterioles is 
exercised by the vasomotor nerves with centers 
in the medulla and spinal cord and possibly with 
autonomous peripheral vasomotor centers’. 
How large a part in vasomotor control is played 
by central nervous system impulses and how 
large a part by peripheral factors, such as 
changes in viscosity due to concentration and 
dilution of the blood in tissue nutrition and 
changes in blood chemistry, especially the in- 
fluence of carbon dioxide and oxygen and the 
hydrogen ion concentration of the blood, re- 
mains a complex problem requiring solution be- 
fore this mechanism of peripheral resistance in 
hypertension is fully elucidated. 

It has long been recognized that certain strains 
of the human family and eertain individual 
types are especially prone to develop vascular 
disease. One might say that some individuals 
inherit a predisposition to develop the particu- 
lar circulatory response just described, pro- 
vided proper additional stimuli are present. The 
first step in dealing with this disease, then, is 
to recognize the potential hypertensive by his 
family history and by his individual type and 
the second step is to arrange his life in order 
to avoid, if possible, those recognized factors 
which enhance the development of the disease. 


Draper" has stressed the fact that the in- 
dividual reacts to the environment both psy- 
chologically and somatically and that these re- 
actions may, within limits, be so predicted that 
disease potentialities may be recognized. That 
the svmpathetie nervous system apparently lies 
at the border line, as it were, between mind 
and body may be especially important in essen- 
tial arterial hypertension. The sthenie or hy- 
persthenie habitus, the florid face, short thick 
neck and full chest have always been associ- 
ated in the minds of physicians with vascular 
disease. Draper’? has found the morphologic 
signs of hypertensives to be tallness in women 
as compared with other disease groups; the 
skulls are larger and heavier with long man- 
dibles; there is relatively greater length of 
long bones, hands and fingers; the girth of chest 
is greater. The males have characteristically 
wide set eyes, high arched palate, often narrow 
and sharply vaulted; the jaw is long and nar- 
row; the face is large and florid. This disease 
group includes males relatively less masculine, 
so far as skeletal proportions go, while the fe- 
males tend to virilism. It is frequently strik- 
ing to note the family resemblance in women 
with malignant hypertension. As Draper points 
out, the face and head rather suggest acromeg- 
aly. Moscheowitz™ has described well the men- 
tal reactions of these people. ‘‘Psychieally they 
are the antithesis of the child. They do not 
play. They have no illusions. They are tense, 


are irritable, and have single track minds. 
While their mental horizon is narrow, within 
this range they are terribly tense and pursue 


their aims with a grim desperation.’’ There 
are also the weak and unsuccessful ones for 


whom the continued failure in the struggle for 
existence constitutes the lifelong mental strain 
characterizing the victims of this disease. Given 
this particular type of individual morpholog- 
ically and psychologically, and especially if 
there is a family history of cardiovascular dis- 
ease, it becomes necessary to recognize all pos- 
sible factors predisposing to the development of 
hypertension. 

There are some conditions associated in such 
a way with hypertension that, in a manner 
of speaking, the high blood pressure may be 
called secondary. From this point of view sec- 
ondary hypertension is found in acute and 
chronic glomerulonephritis, nephritie toxemia 
of pregnancy and eclampsia, obstruction in the 
urinary tract, in lead, arsenic, mereury, and 
copper poisoning, in increased intracranial pres- 
sure, possibly in some eases of localized cerebro- 
vascular sclerosis'’, in congenitally increased 
peripheral resistance such as coarctation of the 
aorta’. There is also the paroxysmal hyper- 
tension of adrenal tumors'® **?8, 

Of far greater importance and interest than 
these causes of secondary hypertension are 
those factors which may be related etiological- 
ly to true primary or essential arterial hyper- 
tension. Among first causes, dietary and me- 
tabolie errors have been most frequently im- 
puened. Animal experimentation’? has indi- 
eated that diets high in protein may result in 
kidney damage and hypertension. It appears 
that this may be due not so much to the pro- 
tein as to the effect on the acidity of the ex- 
ereted urine; that is to say, those diets high in 
protein result in a more acid urine. These are 
known, in general, as acid-ash diets. It is 
doubtful, however, whether the results of these 
experiments carried out on herbivorous animals 
may be transferred to man, an omnivorous one. 
Clinically, Langstroth?® has suggested that a 
cause of degenerative diseases including hyper- 
tension is that the average American diet is 
deficient in protective foods. Sansum*! perhaps 
has been the chief proponent of the ill effects 
of the acid-ash diet and the lack of fruits. On 
the whole, the importance of acid-ash constitu- 
ents of the diet has been overemphasized and 
furthermore, special restriction of protein, other 
than in renal failure to maintain a normal blood 
nitrogen, does not seem to be necessary”’. 

The effect of acid-ash and alkaline-ash diet 
may be noted by taking the pH of the urine. 
If an acid-ash diet were responsible for the 
production or maintenance of degenerative vas- 
cular disease with hypertension, one might ex- 





pect the pH of the urine to be more definite- 
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ly on the acid side than is the urine of those 
not suffering from this condition. The aver- 
age pH of the urines of twenty-one patients 
with heart and vascular disease with hyperten- 
sion was 5.94,—as it happened, slightly more 
alkaline than the average pH of twenty-four 
routine out-patients without hypertension, 
which was 5.78. It might be suggested that 
previous dietary errors and not present habits 
are responsible. To this there is no answer 
except that dietary habits in general are very 
likely to continue the same unless changed for 
definite reasons, which in these cases would 
probably be therapeutic. If it is proposed that 
an acid-ash diet might be responsible for the 
diseases in the control group, including tuber- 
culosis, respiratory infections, constipation, duo- 
denal ulcer, polyp of the sigmoid, gall bladder 
disease, epilepsy, obesity, migraine, fatigue, 
psychoneurosis, and no disease at all, one can- 
not hold it responsible for any special effect 
in hypertension unless one supposes that it has 
such an effect on those by inheritance and con- 
stitution predisposed to develop hypertension. 
The impression remains that the causal relation 
if any, between acid-ash diet and hypertension 
is tenuous and at least requires further convinc- 
ing proof. 

Vitamins are of great importance, but that 
the lack of these elements is responsible for de- 
generative disease, including hypertension, has 
not been demonstrated. Furthermore, it has 
been clearly shown by recent work**: ** that pro- 
longed use of almost exclusively meat diets is 
without deleterious effect on normal individuals. 
Salt retention has been held responsible** *° for 
hypertension. The evidence is conflicting’” **, 
but it is suggested that on restricted salt diets 
the favorable effect on the blood pressure may 
result from the general régime which is fol- 
lowed and on the loss of weight which accom- 
panies it. Whether cholesterol may be of im- 
portance is not clear*® *°:*', Its significance, if 
any, is probably more related to the production 
of arteriosclerosis than of hypertension. Some 
pressor substance in the blood or urine definite- 
ly related to hypertension has long been sought. 
Major and his coworkers**:** believe they have 
found in the blood of patients with hyperten- 
sion increased amounts of guanidine bases not 
found in the blood of normal people. Other 
workers*! have failed to find evidence of pres- 
sor substances in arterial hypertension. While 
the possibility of such a factor being involved 
must be kept in mind, the actual presence and 
effect of such substances have not been conclu- 
sively demonstrated. 

The second etiologic factor, strongly sug- 
gested by a number of clinical facts, is that en- 
doerine dysfunctions may be associated with 
essential hypertension. The marked rise in pres- 
sure at puberty’ and again the marked rise 





which occurs at 45 to 50° would indicate that 
onset of glandular activity, in the first instance, 
and increased, followed by decreased, glandular 
activity in the second instance have important 
effects upon the blood pressure level. Alvarez 
and Zimmermann* have shown that the blood 
pressures of sexually abnormal women average 
considerably higher than those of the sexually 
normal. They found evidence that essential hy- 
pertension is a bodily peculiarity inherited 
equally by males and females, but ordinarily 
prevented or repressed until the menopause in 
females by ovarian or other related glandular 
secretions. It is a well-known observation that 
hyperthyroidism increases the pulse pressure 
with an increase in the systolic level. In some 
eases of essential hypertension the symptoms 
and signs are such as to suggest an early or an 
incomplete Graves’ syndrome. 

Adrenalinemia has been proposed as a cause 
of essential hypertension, a theory to which sup- 
port has been lent by the finding of adrenal tu- 
mors in paroxysmal hypertension, referred to 
above. However, animal experimentation in- 
dicates that absence of adrenal secretion has no 
effect on the blood pressure during the period 
of health preceding the final few days of ter- 
minal symptoms*®, Altnow and O’Hare** could 
find no constant immediate effects on the blood 
pressure as a result of parathyroid administra- 
tion. 

The relation of pancreatic deficiency, high 
blood sugar, and hypertension has been much 
discussed. The incidence of diabetes is at an 
age period when one expects the appearance of 
hypertension. The consensus of opinion is that 
there does not appear to be any causal rela- 


tion between high blood sugar and hyperten- . 


sion?: 39, 40, 

A number of miscellaneous possibilities re- 
quire passing mention. One is that of Rappa- 
port’, who believes that high blood pressure 
may be related to diminished blood volume in 
the pulmonary circulation, usually the result 
of sedentary habits and increasing weight, with 
diminished chest volume, the result of obesity 
and consequent high diaphragm. Lintz** has 
commented upon the association of small lungs 
and large hearts at autopsy, while Vincent and 
Thompson*’, using a continuous blood pressure 
recording device, demonstrated a fall in blood 
pressure brought about by rapid deep breath- 
ing. There seems to be no doubt that blood 
pressure may fall, at least temporarily, as a 
result of forced breathing. What the relation 
of intrathoracic volume and of carbon dioxide 
concentration may be to this fact is not entirely 
elear. The subject requires investigation, but 
it would seem that help might be gained from 
tabulation of blood pressures in eases of Pott’s 
disease or other deformities of the chest in 
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which the intrathoracic volume is definitely de- 
creased. 

The significance of infection, especially foci 
of infection, in essential arterial hypertension 
is possibly important, though it is difficult to 
prove a clear-cut case of cause and effect. There 
is some work to suggest that bacterial growth 
filtrates may cause hypertension**. Of the spe- 
cifie infectious diseases, syphilis has formerly 
been held to eause hypertension. The recent 
work of Horine and Weiss’? would seem to 
demonstrate the absence of correlation between 
this disease and hypertension. 

Waldbott*® has reported the combination of 
allergy and essential hypertension in two fami- 
lies under his eare, in which the occurrence was 
more than incidental. He has also reviewed 
some of the literature on the subject and points 
out that symptoms of essential hypertension are 
not unlike those found in allergic diseases. In 
his eases he felt that removal of allergic factors 
was responsible for a favorable effect upon the 
blood pressure. 

There remain two factors which seem to be 
clearly associated with abnormally high blood 
pressure: obesity and nervous strain. Of the 
definite correlation between obesity and in- 
creased systolic pressure there can be no reason- 
able doubt®: ** #8. It would seem to be almost 
the one certain factor in some eases. It is 
true that all overweight individuals do not have 
inereased systolic pressures, but it is clear, 
nevertheless, that the incidence of hypertension 
in the obese is much higher than in those who 
are normal or under weight. Moreover, loss 
of weight is commonly followed by reduction of 





infant mortality and may not be an absolute in- 
crease. That is, the explanation may lie in a 
shift in the age distribution of the population. 
In individual cases the effect of nervous and 
emotional strain and the load of responsibility 
often appears to be a striking one. Alvarez® 
found the mean blood pressure of some 5,000 
prisoners, excused as it were for the time be- 
ing from the necessity of earning a living, to be 
lower than that of their 400 guards stimulated 
by economie pressure and a somewhat hazardous 
occupation, factors of weight and age being 
taken into consideration. The rarity of hyper- 
tension among placid African natives, in spite 
of the prevalence of infection and constipation 
and in spite of a diet comparable in protein to 
that of the average European, has been pointed 
out’®. The effect of elimate in this instance 
may be important. While many things suggest 
that essential hypertension may be in part the 
result of nervous strain, it is well to recall the 
possibility that certain apprehensive and anxiety 
states may have an organic basis, possibly en- 
docrine, possibly a fundamental disorder of the 
vegetative nervous system. 

Because of the many etiologic factors which 
have been suggested in that group of diseases 
(ineluding nephritis) associated with hyperten- 
sion, a comparison has been made between 100 
unselected consecutive ward cases of hyperten- 
sion, 100 ward eases especially selected because 
of eompleteness of data in regard to possible 
etiologic factors, and 100 consecutive routine 
admissions to the medical wards, discarding 
only those with vascular disease and the very 
young (Table I). The first two groups should 








TABLE I 
AGES BY DECADES 





Consecutive unselected cases of hypertension......... 
Selected cases of hypertension 
Control cases 








10-19 20-29 30-39 40-49 50-59 60-69 70-79 80-89 Total 








3 10 24 34 19 9 100 
7 5 14 31 34 8 1 100 
4 30 36 15 11 4 100 








pressure in many eases. Whether this is an 
inherited constitutional trait and belongs to a 
consideration of the hereditary influence, or 
whether it is the result of acquired habits of 
living, it is difficult to say. In any ease it is 
of great practical importance both in preven- 
tion and in treatment. 

The least ponderable of the many possible 
causes of essential hypertension, one which 
lends itself least of all to measurement and rece- 
ord and yet one strongly supported by many 
clinical observations, is the stress and strain 
of intensely competitive living. The incidence 
of so-called degenerative vascular disease is in- 
creasing. This may be due to the broadened 
span of life made possible by more adequate 
treatment of other diseases and by reduction of 





check each other against the error of special in- 
terest. The control group is only partially sat- 
isfactory since many had some definite, often 
serious, disease such as carcinoma, lymphoma, 
or cirrhosis of the liver, while there was the 
usual group of patients with peptic ulcer, cases 
for study, patients with psychoneurosis and a 
few organic neurologic cases. As indicated by 
Table I, the age distribution of the control group: 
is not entirely comparable since the majority 
fall in the fourth and fifth decades, while the 
fifth, sixth, and seventh decades claim the ma- 
jority of those in each group of hypertensives. 
However, most of the etiologic factors may be 
assumed to exist over a period of years so that 
certain conclusions seem to stand out. The 


two familiar and long-recognized factors of im- 
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portance are a family predisposition to hyper- 
tension and obesity. (Chart I.) The evidence 
from this series indicates ‘that nervousness, 
neurosis, and apprehension are approximately 
one-third less common among ward patients 
with hypertension than among ward patients 
without hypertension; foci of infection are 
somewhat more common in those without hyper- 
tension; endocrine abnormalities among the fe- 
males are about equally distributed between 
those with and those without hypertension; ex- 
cessively hard work, physical or mental, syphilis, 





contributory factors exist in that particular in- 
dividual. 
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CHART I. 


Chart I shows graphically the occurrence of etiologic factors 
in the three groups of cases studied, namely, 100 consecutive 
unselected cases of hypertension, 100 cases of hypertension 
especially selected because of completeness of data in regard 
to etiologic factors, and 100 unselected ward cases suffering 
from miscellaneous disease or in the hospital for study. 


and abnormalities of pregnancy do not appear 
to be of significance. 


CONCLUSIONS 


The two chief etiologic factors in hyperten- 
sion are an inherited predisposition and obesity. 

There may be many contributory factors such 
as dietary errors, endocrine dysfunction, di- 
minished chest volume, foci of infection, allergy, 
and nervous strain, which may prove important 
in individual cases, but which are not generally 
significant. 

The practical indications are to recognize the 
potential hypertensive patient from his family 
history, to guard him against obesity and to 
consider whether any of the above-mentioned 
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INVOLVEMENT OF THE CENTRAL NERVOUS SYSTEM 
IN A CASE OF GLANDULAR FEVER* 


BY SAMUEL H. EPSTEIN, M.D.,t AND WILLIAM DAMESHEK, M.D.t 


HE occurrence, in a typical instance of 
elandular fever, of marked cerebral symp- 
toms sufficient at first to overshadow the under- 
lying general disease process, is apparently 
unique in the medical literature. The subject 
of inflammation of the brain, ‘‘encephalitis’’, 
is one of the most difficult in the field of neuro- 
psychiatry. The symptomatology is extremely 
varied. Study of the cerebral pathology and 
of the numerous etiologic agents which have 
been implicated brings us into much disputed 
ground. The relationship of encephalitis to gen- 
eral systemic disorders has recently been em- 
phasized ; postvaccinal encephalitis’, the enceph- 
alitis of certain of the acute exanthemata’, en- 
cephalitis in association with the clinical mani- 
festations of various generalized infections*: *. 
In an attempt to clarify the entire subject, Wil- 
son* has drawn up a clinical classification of 
encephalitis stressing its close association with 
acute infections. Reiche® has described changes 
*From the Boston Psychopathic Hospital. 
7Epstein—Assistant in Therapeutic Research, Boston Psycho- 


pathic Hospital. Dameshek—Assistant in Medicine, Beth Israel 
Hospital. For records and addresses of authors see ‘‘This Week’s 


Issue’, page 1261. 





in the cerebrospinal fluid appearing simultane- 
ously with the cerebral and meningeal symp- 
toms of certain internal diseases. The oceur- 
rence of symptoms referable to the central nerv- 
ous system in the blood diseases, especially in 
the leukemias, has been emphasized by several 
authors®. Although reports on glandular fever 
or ‘‘infectious mononucleosis’? are numerous, 
none of them emphasizes the occurrence of neuro- 
logic symptoms and signs and we have been 
unable to find reference to spinal fluid findings 
in this disease. To be sure, indications for the 
performance of lumbar puncture in so mild a 
disorder have been rare. Only a few symptoms 
referable to the central nervous system are as a 
rule seen (headache, vertigo, occasional visual 
disorders). It is therefore all the more re- 
markable that in the case reported below, the 
nervous symptoms so dominated the picture that 
a diagnosis of the underlying disease process was 
at first obscured. 


REPORT OF CASE 


P. B., a nineteen year old boy of Russian-Jewish 
parentage, was admitted in a stuporous condition to 
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the Boston Psychopathic Hospital on December 5,| had a thick “ground-glass” appearance. Occasion- 


1929. Family history was irrelevant. He had had 
“night terrors” as a child, but had otherwise been 
well until the onset of his present illness on De- 
cember 1, 1929. On this date he awoke with 
severe headache, blurring of vision, photophobia, 
and general malaise. The next day he felt 
nauseated. Headache persisted and he became 
dizzy. On December 4, he developed a slight chill 
following which he was found thrashing about in 
bed, gnashing his teeth, and groaning. He soon be- 
came stuporous, although when aroused he appeared 
greatly excited. He was finally taken to the hos- 
pital on December 5. 

Examination on admission was unsatisfactory due 
to the patient’s lack of codperation. He responded 
to questions by outbursts of profanity, and was ex- 
tremely resistive. However, for the most part he 
was lethargic with definitely clouded consciousness. 
Rectal temperature was 103 degrees Fahrenheit, pulse 
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ally the cytoplasm presented a deep-blue coloration. 
No granules were present. The nucleus was round, 
about one-half the size of the cell, and composed of 
thick, block-like masses of chromatin. It was usu- 
ally placed centrally or just off centre. In all re- 
spects the cellular morphology was typical of the 
so-called large mononuclear described by Longcope 
as occurring in “infectious mononucleosis”. 
Lumbar puncture on admission revealed a clear, 
colorless fluid under normal pressure. Thirty-four 
leukocytes per cu. mm. were found; these were 
divided into lymphocytes 30 and neutrophiles 4. 
Total protein was .052 g. per 100 cc.; globulin was 
not increased. Sugar was .062 g. per 100 cc. Cul- 
ture showed no growth. The Wassermann reaction 
was negative, as was the colloidal gold curve. 
Urine showed a faint trace of albumin, urinary sedi- 
ment containing 2-3 white cells per high power 














field. Stereoscopic x-rays of the skull were negative. 
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CHART I. 


Correlation of total white counts, spinal fluid cell counts, 
percentage of neutrophiles and lymphocytes. 


90 per minute. On December 7, the patient became 
more quiet and codperative, thus allowing complete 
examination. There was slight ptosis of the right 
eyelid. The pupils reacted sluggishly to light and 
accommodation. The fauces were markedly in- 
jected, the tonsils large and reddened. The neck 
was definitely, though slightly, rigid. The spleen 
could easily be felt one finger’s breadth below the 
left costal margin on deep inspiration. There was 
generalized enlargement of the lymph-nodes, particu- 
larly marked in the cervical regions. The nodes 
below the right jaw were tender. The others were 
moderately firm, elastic and non-tender. The deep 
reflexes were somewhat hyperactive. The Kernig 
and Oppenheim reactions were questionably posi- 
tive on both sides. 

Leukocyte count on admission was 14,900 per cu. 
mm. Differential count of the white blood cells 
was striking: neutrophiles 29%, lymphocytes 63%, 
monocytes 8%. The lymphocytes could easily be 
divided into two distinct types. The first of these 
was the ordinary small lymphocyte of normal blood 
—25%. The remainder of the lymphocytes (38%) 
was made up of large cells with abundant blue 
cytoplasm. In a number of these cells the cytoplasm 





X-ray of the chest showed moderate thickening of 
the hila of both lungs. 

On December 9, although the patient’s sensorium 
was clear, drowsiness persisted. The tonsils were 
still red, boggy, and swollen and the cervical lymph- 
nodes were considerably swollen and tender. The 
neck remained rigid and the Kernig test was now 
definitely positive. On the following day, the tem- 
perature, which had been normal for two days, 
rose to 101 degrees Fahrenheit. There was constant 
headache and backache. Lumbar puncture was again 
done and showed 28 lymphocytes per cu. mm. On 
December 12, the patient felt much better. He pre- 
sented a manic picture with considerable euphoria. 
The spleen was now no longer palpable, although 
the lymph-nodes remained generally palpable. The 
leukocyte count remained constantly elevated and 
the differential count of the white blood cells dis- 
closed a relative reduction in polymorphonuclear 
cells with the presence of great numbers of large 
lymphocytes typical of those described above. Oc- 
casional lymphoblasts were seen. On December 13, 
the spinal fluid showed 44 lymphocytes per cu. mm. 
A transient Babinski response was noted on the 
right. The patient was much better on December 
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15, although there was still a marked tendency to 
euphoria which persisted for another week. The 
tonsils continued to be swollen and red, the cervical 
lymph-nodes were still somewhat enlarged and the 
leukocyte count was still elevated, ranging from 
12,000 to 26,000 per cu. mm. Gradually the per- 
centage of lymphocytes decreased, the large lympho- 
cytes giving way to small cells. The cells in the 
spinal fiuid gradually diminished in number. On 
the date of the patient’s discharge from the hos- 
pital (January 11, 1930) he was completely well and 
showed no abnormal symptoms or signs. Leukocyte 
count was still somewhat elevated—13,600 per cu. 


mm.; differential count disclosing polymorphonu- 
clears 63%; lymphocytes 30% (1% large); mono- 


cytes 5%; eosinophiles 2%. Urine was normal. 
Spinal fluid cell count was 2 per cu. mm. The patient 





was followed in the Out-Patient Department for sev- 
eral months after discharge and he remained en- 
tirely well. 


DISCUSSION 


The differential diagnosis in this case afforded 
much discussion. Epidemic encephalitis, tuber- 
culous meningitis, syphilitic meningitis, an 
atypical anterior poliomyelitis, aseptic lympho- 
eytic meningitis were all considered. The ton- 
sillitis, the generalized lymphadenopathy with 
splenomegaly, and the abnormal blood picture 
were consistent with the diagnosis of either 
acute lymphatic leukemia or infectious mono- 








TABLE I 
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Date White Neu- Neu- Lym- Small Large Plasma Lym- Mono- Eosino- Baso- 
Blood tro- tro- pho- pho- cytes philes philes 
Cells philes philes cytes blasts 
per Ma- Imma- % 
cu. ture ture 
mm. % % 
12/5/29 14,900 29 63 38 25 8 
12/6/29 21,900 29 63 10 53 6 2 
12/9/29 19,800 43 54 14 40 3 
12/10/29 19,900 38 54 10 44 8 
12/11/29 25,700 32 9 50 5b 42 2.5 8 
12/12/29 20,200 52 6.5 32.5 10 22.5 7 2 
12/13/29 15,500 
12/14/29 15,100 
12/15/29 15,900 
12/16/29 17,100 41 7.5 38 7.5 30.5 13 0.5 
12/17/29 16,900 
12/18/29 26,900 55 7.5 32.5 10.5 19.5 0.5 12 0.5 
12/20/29 20,000 
12/21/29 11,500 44 49 3 49 6 1 
12/22/29 21,800 53 39 8 31 6 2 
12/23/29 20,700 53 35 14 AE 8 3 1 
12/24/29 16,600 53 37 16 “A 8 1 1 
12/25/29 17,500 45 42 14 28 4 2 1 
12/26/29 12,100 50 42 10 32 5 1 1 
12/27/29 20,200 59 35 7 28 5 1 
12/29/29 12,100 55 40 9 31 4 1 
12/30/29 15,400 57 33 24 9 8 2 
12/31/29 11,700 64 26 18 8 8 2 
1/2/30 12,400 38 56 54 2 4 2 
1/3/30 14,600 49 42 31 11 | 2 
1/4/30 18,900 48 43 29 14 6 2 1 
1/8/30 11,400 ; 
1/9/30 13,600 63 30 29 1 5 2 
1/19/30 9,200 68 26 20 6 6 
1/26/30 10,600 60 29 25 4 8 2 1 
2/23/30 8,850 68 24 20 4 8 
TABLE II 
SPINAL FLuip FINDINGS 
Date White Polymor- Small Large Glob- Total Sugar Gold 
Blood phonuclear Lympho- Lympho- ulin Protein Sol. 
Cells Cells cytes cytes 
per per per per 
cu.mm. cu.mm. cu. mm. cu. mm. 
12/6/29 34 4 26 4 0 52 62 Negative 
12/10/29 28 — 24 4 
12/13/29 44 ~- 40 4 
12/19/29 28 - 24 4 48 68 
12/24/29 26 —. 24 2 0 50 61 Negative 
12/30/29 8 a 8 a 1 42 Negative 
1/6/30 2 — 2 = 7 63 Negative 
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nucleosis. The subsequent clinical course re- 
sulting in complete recovery substantiated the 
latter diagnosis and served to rule out the other 
possibilities, particularly tuberculous menin- 
gitis. 

Regarding ‘‘aseptic lymphocytic meningitis’’ 
deseribed by Viets* and others®, it is possible 
that the increase of lymphocytes in the spinal 
fluid may be associated with a lymphocytosis in 
the blood, although as yet this has not been 
demonstrated. Further, the concept of an 
aseptic meningitis is at best a vague one and 
almost as all-inclusive as the term ‘‘encephali- 
tis’’. The latter, we feel, is hardly a specific 
disease entity but rather a wastebasket term 
for a great many diverse conditions. We pre- 
fer, therefore, to consider acute cerebral syn- 
dromes associated with changes in the cerebro- 
spinal fluid as manifestations of some general 
systemic disease. 

In this case, obviously, the acute neurologic 
condition and the lymphoid hyperplasia (lym- 
phadenopathy, splenomegaly and lymphocyto- 
sis) must be closely related. Was the infec- 
tious mononucleosis primary and the cerebral 
condition secondary; were the two conditions 
entirely distinct; or did the same infectious 
agent bring about the two conditions? These 
are questions which cannot be completely an- 
swered at present, although the evidence in this 
case is suggestive of the latter view. The close 
parallelism between the cellular changes in the 
cerebrospinal fluid and the changes in the leuko- 
eyte counts is significant. (Chart I.) The 
simultaneous clinical recovery and the return 
to normal of the white blood eells indicate at 
least a temporal relationship. (Tables [ and II.) 
Further, the acute onset of the disease with 
cerebral symptoms accentuates the reasonable 


possibility of involvement of the central nerv- 
ous system even before frank signs of a general 
systemic disease were manifest. Finally, it is 
not unreasonable to suppose that the same in- 
fectious agent which caused the lymphoid hyper- 
plasia also produced involvement of the central 
nervous system. 
ADDENDUM 


Shortly after this paper was submitted for publi- 
cation, an article appeared in the Acta Medica Scan- 
dinavica, vol. 76, fase. 3, 1931, by A. Hecht Johansen, 
containing a case report similar to the case herein 
reported and emphasizing the relationship between 
serous meningitis and infectious mononucleosis. 

S. H. Epstern, M.D. 


SUMMARY 


1. A ease of glandular fever (infectious 
mononucleosis) with striking cerebral symptoms 
is reported. 

2. A parallelism between the cells of the 
spinal fluid and the white blood cells in this 
case is demonstrated. 

3. It is probable that the central nervous 
system symptomatology in this case was part 
of the general systemic disease. 
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REVIEW OF FINDINGS OF COMMITTEE ON MEDICAL CARE, 
WHITE HOUSE CONFERENCE, FEBRUARY, 1931* 


BY ROBERT B. 


Ladies and Gentlemen: 

HAVE protested that I was not the best qual- 

ified person to present to you the work of the 
main Committee on Medical Care, because I rep- 
resented only a sub-committee in relation to Or- 
thopaediecs and Body Mechanics. Nevertheless, 
even the little fishes who were drawn into the 
net of this huge endeavor were perforce in very 
close contact with the bigger fishes. If interest 
in the findings of the White House Conference, 
and enthusiasm for trying to make these seeds 
of knowledge bear the fruit of better child 
health give me a right to speak-to you, I accept 
that right with pleasure. No one who has been 
immersed in this greatest of efforts to give the 


*Presented before the Massachusetts Committee for the White 
House Conference on Child Health and Protection, at its meeting 
in Springfield, October 9, 1931. 

tOsgood—John Ball and Buckminster Brown Professor of 
Orthopaedic Surgery, Emeritus, Harvard Medical School. For 





record and address of author see ‘‘This Week’s Issue’’, page 
1261. 


OSGOOD, M.D.t 


American child the fairest possible chance to 
be born, to grow, and to develop under those in- 
fluences most favorable to health of mind and 
body, has felt that he was working independent- 
ly. He could not fail to be made aware of the 
connecting links of the various sections of a 
protective chain by which it is hoped that in the 
near future the nation’s children will be en- 
circled. 


In the time at my disposal, therefore, I shall 
try to outline for you very briefly; first, the 
medical needs of the child from birth to ma- 
turity as the White House Conference sees them; 
secondly the success or failure with which under 
existing circumstances those needs are being met, 
and thirdly, what, in the opinion of those who 
took part in the White House Conference, ought 
to be done to fill the many alarmingly wide 
gaps which have been discovered to exist in an 
ideally protective chain. 
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EDUCATION OF THE CHILD HEALTH AGENTS 


The public, the municipal, state and perhaps 
the federal government must hold various pro- 
fessional agents responsible for carrying out the 
measures for child health which the experts con- 
sider essential. Unless these agents have re- 
ceived adequate education, the scheme must 
fail. The architects may present faultless plans 
for the structure of child welfare, but only 
skilled craftsmen and craftswomen can erect the 
building. 

Basically, therefore, it becomes of first im- 
portance to learn whether the fundamental 
teaching of these agents, the physicians and 
nurses and social service workers is adequate and 
whether the supply of personnel is sufficient. We 
will try to outline the findings and recommenda- 
tions of the Conference in respect of these mat- 
ters of education. 


1. The physician. As Dr. Philip Van Ingen, 
Chairman of the Committee on Medical Care, 
has said, ‘‘The vast importance to the physician 
of thorough, practical training in the problems 
he must face, especially those connected with 
the promotion of health and the prevention of 
disease, has not been generally recognized in the 
medical schools.’ 

Pediatrics has become a major department of 
Medicine, a specialty, if you will, but so neces- 
sary to the general practitioner and so inclusive 
that it must be recognized by general medicine 
and general surgery and all the other special- 
ties as the basic foundation upon which any last- 
ing and livable structure of medical education 
must be built. ‘‘The pediatrie curricula of our 
medical schools need careful, thorough study 
and reorganization if the physician is to con- 
tinue to keep his place in the field of medical 
eare for children.’? The Sub-Committee on 
Pediatric Education under the chairmanship of 
Dr. Borden S. Veeder, Professor of Clinical 
Pediatries in Washington University, found that 
the number of hours assigned to pediatric in- 
struction and the number of children’s beds in 
the affiliated hospitals available for teaching 
were far too few in many class A medical 
schools. Replies received from over a thousand 
practicing pediatricians revealed the fact that a 
large percentage considered that the pediatric 
instruction they had received in the medical 
schools had been inadequate, especially in rela- 
tion to preventive measures, the care of the 
newborn and in physical and mental develop- 
ment. ‘‘Facilities for postgraduate instruction 
for practicing physicians, including extension 
courses, need to be further developed,’’ and I 
should like to say that there must also be 
an awakening of a consciousness among this 
great bulwark of the medical profession of their 
need for such postgraduate teaching. This need 
must be converted into action and they must de- 
mand that adequate courses of this nature be 





made available by the medical schools and the 
great hospitals in medical centers. 

2. Nurses’ training. The skilful nursing of 
sick children is undoubtedly of importance. The 
supply of nurses specializing in pediatrics is so 
meager as to be almost negligible. The instruc- 
tion of nurses in general in relation to the care 
of children has been discovered to be very in- 
adequate in most of the training schools in 
this country, and few schools offer any 
courses for the care of the well child. The op- 
portunities for special training for nurses in 
the increasingly important field of public health 
is admittedly inadequate. 


3. Social Service. Medical Social Service 
work, when well conducted, has proved of ines- 
timable value in enhancing the efficiency and hu- 
manity of hospital clinics, and yet except in a 
handful of schools, training in this field is ob- 
tainable only by the slow apprenticeship sys- 
tem. Great as is the harvest, well-trained work- 
ers are few. 


4. Dvetitians. The opportunities for educa- 
tion in the science of nutrition and diet seem 
to be rather more adequate, but the supply of 
trained workers is probably not sufficient. 


MEDICAL FACILITIES AND SUPPLY 


1. Physicians and nurses. The National Com- 
mittee on the Costs of Medical Care and the 
Committee on Medical Care of the White House 
Conference have made a survey of almost every 
county in the United States as to the adequacy 
or inadequacy of the supply of physicians and 
trained nurses. These surveys have revealed an 
oversupply in some localities and an undersup- 
ply in others. The State of Massachusetts is 
not badly off in this respect. Its area is small; 
means of communication are excellent; rogds. 
and rails run everywhere. There are, however, 
a few communities, especially in the western 
parts of the state and perhaps on Cape Cod, 
where the supply of trained nurses is far too 
meager. Those of us who practice in large cen- 
ters of population are often sure that the sup- 
ply of doctors is excessive and the poorly trained 
nurses, especially the so-called private duty 
nurses as distinguished from the institutional 
and public health nurses, are really hard hit by 
an oversupply. The percentage of this over- 
supply at certain seasons reaches nearly 50 per 
cent. 

2. Hospitals. In spite of the recent enor- 
mous growth in the number of public and pri- 
vate hospitals and a seemingly adequate num- 
ber of children’s beds, there is probably inade- 
quate provision for the proper zare of children 
in the way of special wards, and of a special 
pediatric staff. This is most true of many of the 
general hospitals. There seems to be far too 


little provision made for the convalescent care 
of children. Without this, much excellent acute 
hospital work is wasted. 
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We shall now attempt to epitomize the reports 
of the various sub-committees of the main Com- 
mittee on Medical Care in order of their presen- 
tation at the sessions of the Conference held in 
Washington on February 19, 20 and 21, 1931. 


PSYCHIATRY AND PSYCHOLOGY 


Dr. Bronson Crothers, Associate Professor of 
Pediatrics at the Harvard Medical School, speak- 
ing for the Sub-Committee on Psychiatry and 
Psychology, made a strong plea not only for 
more teamplay between the general practitioner 
and the psychiatric specialist, but also for the 
acquirement of a more intelligent attitude and a 
working technique in Psychiatry and Psychol- 
ogy on the part of general practitioners and 
pediatricians. There may well be necessity for 
more thorough education in these truly medical 
branches in the medical schools, although at the 
present time about 80 per cent. of the medical 
schools offer courses, and in 75 per cent. these 
courses are required. Dr. Crothers pointed out 
the position of great power and dignity which 
the general practitioner can occupy, if he will, 
in these matters of child guidance. He is the 
first one called in and it is he who makes the 
first impression on the child and on the parent. 
Even if the family physician needs more highly 
trained help, he must look upon the psychiatrist 
whom he may eall in, exactly as he looks upon 
any other consulting specialist, and the psychi- 
atrist must codperate completely with the fam- 
ily physician or pediatrist, who should remain 
the captain of the child’s fate. There is a tend- 
ency to divorcee the work of the one from that 
of the other. At present there is too much iso- 
lation of the psychiatrist. One sub-committee 
has reached the conclusion that 33 per cent. of 
all children need definite psychiatric considera- 
tion. While this percentage may be too great, 
it nevertheless suggests how large the problem 
looms in the minds of certain informed special- 
ists. As Crothers says, ‘‘In any case, what all 
the figures show is that there is a very large 
number of children whose progress is viewed 
with anxiety by psychiatrists and teachers and 
that this anxiety is being communicated to par- 
ents. In the natural course of events the impact 
is being transmitted to doctors in general.’’ 


The sub-committee considers the organized 
psychiatrie clinic as an experiment in medical 
education well worth the making for the pur- 
pose of accumulating records and for the train- 
ing of workers. Psychiatrie work, in general 
and children’s hospitals, is favored because of 
the close association under the same roof of 
general medical men and psychiatrists and be- 
eause of the opportunity such work affords for 
the education of students and house officers. 

Dr. Crothers sees no satisfactory solution of 
the problem of child guidance ‘‘until the gen- 
eral practitioner and the pediatrist become psy- 





chiatrically intelligent and educationally sensi- 
tive’. He is convinced that adequate medical 
service cannot be rendered to the child without 
due consideration of both intellectual and emo- 
tional factors. 


NURSING AND NURSING EDUCATION 


The report of the Sub-Committee on Nursing 
was presented by its chairman, Miss Stella 
Goostray, director of the Nurses Training School 
of the Boston Children’s Hospital. This re- 
port represented a most exhaustive survey of 
the nursing situation and utilized much data 
collected by the national committee on the grad- 
ing of nursing schools and the national Commit- 
tee on the Costs of Medical Care. Good nurses 
are almost as essential to the health and well- 
being of the children of the United States as are 
physicians, for in private, institutional and 
public health work they represent the work- 
women who must make or mar the architectural 
plans of the experts, and carry out the orders 
of the contractors who are the physicians. The 
sub-committee is not satisfied with the present 
nursing situation, splendid as have been the 
achievements of the various nursing organiza- 
tions in raising the standards of trained nurs- 
ing. It is aware of the oversupply of poorly 
prepared nurses and the undersupply of well- 
prepared nurses. This situation affects serious- 
ly the quality of pediatric nursing as well as 
the efficiency of all branches of nursing. 

In the opinion of the committee, the under- 
lying cause of poor nursing service in all branch- 
es, and especially of poor pediatric nursing, is 
the exploitation of student nurses for cheap 
labor in hospitals which are in no position to 
offer even reasonably adequate theoretical or 
practical instruction in the principles and prac- 
tice of trained nursing. As Miss Roberts, Edi- 
tor of the American Journal of Nursing, said in 
her discussion of the committee’s report, ‘‘The 
real weakness of the schools of nursing is due 
to the fact that they are proprietary schools.’’ 
With few exceptions they are owned by the hos- 
pitals and they have the disadvantage of insti- 
tutions which do not exist for the primary pur- 
pose of education. The committee feels that the 
education of nurses is as much a public responsi- 
bility as is the education of such other profes- 
sional men and women as physicians and school 
teachers, and that no hospital should be ex- 
pected to bear the cost of the education of nurses 
out of funds collected for the care of the sick. 
Funds for such education should not come out 
of the hospital budget but from private or pub- 
lie sources. 


The inadequacy of public health nursing is 
evidenced by the fact that there are at present, 
in the United States, 1800 counties which do not 
provide for any public health nursing what- 
soever. 
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ORTHOPEDICS AND BODY MECHANICS 


This sub-committee only briefly discussed the 
relation of Orthopaedic Surgery to the health 
and well-being of children, since it felt that the 
importance of this branch was being sufficiently 
emphasized by the committees dealing with the 
physically handicapped child. It is evident that 
in many parts of the country the cripple is still 
denied his place in the sun of efficient child 
health and that he has a right to demand this 
heliotherapy and corrective treatment not: only 
for his own sake, but for the sake of the com- 
munity which must otherwise support him. The 
progress in this direction is hopeful, but the 
problem is still far from solution. The main 
effort of the committee was to induce Pediatrics 
to acknowledge the legitimacy of one of its own 
children, to whom Orthopaedie Surgery for the 
last 200 years has acted as foster father. It has 
been a hard child to bring up, but seems now to 
be attaining a proper stature of importance, yet 
throughout the country it is still for the most 
part unrecognized and unacknowledged. The 
name of this child is Body Mechanies and its 
nickname is Posture. Andry, the aged dean of 
the Faculty of Physie in Paris, in 1740, was its 
proud father, and Preventive Medicine, which is 
Pediatrics, was its mother. Andry clearly 
showed in his two-volume thesis that many seri- 
ous yet needless ills of childhood and adult life 
arise because parents and medical men are con- 
stantly forgetting that the body is a delicately 
balaneed machine and that unnecessary wear 
and tear is inevitable if the machine is forced 
to run with its working parts out of alignment. 

The sub-committee, after analyzing various 
surveys, reached the conelusion that at least 75 
per cent. of the children of the United States, 
and nearly the same proportion of adults, ex- 
hibit faulty body mechanics and posture. The 
physiologic and clinical evidence seems to show 
that faulty body mechanics exerts an unfavor- 
able influence upon growth and development 
and tends to induce poor functional health, and 
that good body mechanies exerts a favorable in- 
fluence upon growth and development and tends 
to induce good functional health. The causes of 
this huge national handicap need further inves- 
tigation, but it has been clearly proved that what- 
ever its underlying causes may be, it is not in- 
evitable and that it is possible and practical to 
remove this handicap. Studies of considerable 
groups of children and adults show that once 
faulty body mechanics has been corrected and 
the principles of good body mechanies are under- 
stood, the correction in the great majority of 
individuals is easily maintained under normal 
conditions of life. 

The sub-committee discovered that only in 
widely scattered and small sections of the coun- 
try was any serious attention being paid to body 
mechanics, but that in these sections the rewards 
of effort were really great. 





It recommends that instruction in body me- 
chanics be made an integral part of the required 
course in all medical schools under the depart- 
ments of general medicine and pediatrics, as well 
as in the departments of orthopaedic surgery ; 
that nurses also receive instruction in this sub- 
ject; that the schools of physical education ree- 
ognize body mechanies as a basic principle and 
as the foundation upon which all physical ther- 
apy and corrective work should rest; that all 
public and private schools, starting with the kin- 
dergarten, should recognize its importance to 
the health and well-being and even the athletics 
of their pupils and that clinics in body mechan- 
ics and posture supervised by physicians and 
conducted by adequately trained directors be 
more generally established in hospitals and 
health centers throughout the country. 

The most important recommendation of the 
committee is, that general practitioners and 
pediatricians make note of the body mechanies of 
their patients in their regular physical examina- 
tions, informing themselves perhaps of the more 
or less standardized grades of departure from 
the normal and of the practical measures of cor- 
rection. The sub-committee is convinced that if’ 
the handicap of poor body mechanics can be 
removed from the children of the United States, 
we shall eliminate a serious obstruction blocking 
the road to physical fitness. We would go even 
further, reminding you that body and mind are 
inextricably tied together in this life. Every 
sculptor and every artist has immemorially ex- 
pressed alertness and elation by figures of phys- 
ical efficiency, and sloth and depression by fig- 
ures exhibiting poor body mechanics. If this 
widespread handicap can be overcome, and it 
can be, we may reasonably hope for a smaller 
breed of pessimists and a larger breed of op- 
timists. 

The Sub-Committee on Hospital Service to 
children in the United States, of which Dr. Clif- 
ford G. Grulee, Clinical Professor of Pediatrics 
at Rush Medical College, was chairman, has 
made a very extensive study of the present hos- 
pital facilities for children in the United States. 
It appears that the number of beds for white 
children is not far from adequate, but they are 
too seldom controlled by a pediatric staff. There 
exists a woeful lack of beds for sick colored chil- 
dren and there are too few beds for children suf- 
fering from mental and venereal disease. The 
value of medical social service work for children 
is evident from the survey. The committee finds it 
hard to see how any dispensary service can fune- 
tion efficiently without it, yet only 10 per cent. 
of the general hospitals and less than half of 
the children’s hospitals of the United States 
provide it. 

The need for isolation hospitals is great. There 
are 86 in the United States, with a total of 4,722 
beds. The need is not so much for more beds in 


the larger hospitals as for a wider distribution 
of beds in the smaller hospitals. 
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There is a crying demand for more conva- 
lescent hospitals for children. Dr. Adrian Lam- 
bert has stressed this need, which is often very 
acute, for orthopedic patients. There are about 
4,000 beds for sick children in New York City 
and only 2,000 for convalescent care. Conva- 
lescent care is less expensive than acute care and 
is often quite as important. 


The committee urges the establishment of 
more health clinics, more body mechanics and 
posture clinics and more dental clinies, and 
might well have added clinics for the deaf, for 
as Dr. Harold Walker stated, there are 3,000,000 
deaf school children in the United States and 
the problem of their distressing handicap can be 
solved only by preschool recognition and preven- 
tion. 


The report of the Sub-Committee on Health 
Centers was presented by Dr. J. Mason Knox, 
Chief of the Maryland Bureau of Child Hygiene. 
The members of this committee were unanimous 
in their opinion that the experimental stage of 
these centers had nearly passed and that this 
form of health service for children had become 
an approved adjunct in the field of child hy- 
giene. The periodic health examination is now 
generally accepted as a wise measure of preven- 
tion, and the health center provides an ideal 
means to this end for the poorer classes. If any- 
one doubts the advantages and far-reaching in- 
fluence which well-conducted health centers 
exert in a community, he should visit the Bos- 
ton Health Units made possible by the bequest 
of Mr. George Robert White and administered 
so effectively by Dr. Charles Wilinsky. 


NUTRITION 


The sub-committee on the problems relating 
to nutrition, whose chairman was Miss Luey Gil- 
lette of the Association for improving the condi- 
tion of the Poor and superintendent of its Nu- 
trition Bureau, reviewed the importance of nu- 
tritional work in the American Red Cross, the 
cooperative Extension Service in Agriculture 
and Home Economies, the various city and state 
boards of welfare, commercial organizations, hos- 
pitals, health centers, ete., and urged that nutri- 
tion be recognized as a basic part of every pro- 
gram for child health and protection. The so- 
called nutritionist should have a thorough basic 
training. Of the 391 nutritionists questioned, 
360 held bachelor’s degrees, so that the present 
standards seem high, but there are probably too 
few who bear them. 

One of the most interesting and alarming ses- 
sions of the congress was the general session on 
Thursday evening, February 19, 1931, presided 
over by Dr. Ray Lyman Wilbur, Secretary of 
the Interior. Dr. Philip Van Ingen, chairman 
of the Committee on Medical Care, was the first 
speaker, reporting on a unique survey which 
had been made with the help of Dr. George T. 





Palmer, Director of Research of the American 
Child Health Association. In this survey, 
which covered different areas of the United 
States from coast to coast, a study was made of 
the number of children who had accepted pre- 
ventive health measures. Data were obtained 
concerning 140,000 children in 146 different cit- 
ies and concerning 37,000 children in rural dis- 
tricts. This cross section study probably pre- 
sents fairly reliable data for the whole country. 

The findings are surprising and disconcerting. 
Only 51 per cent. as a gross average of the city 
children and only 37 per cent. in the rural dis- 
tricts had ever received a health examination 
and most of these examinations were made in 
the first year of life. Only 13 per cent. in both 
city and rural districts had received dental ex- 
aminations, yet dental caries afflicts 95 per cent. 
of the children of the United States, and it is 
largely due to faulty food. Few physicians are 
awake to the prevalence of dental caries or ac- 
curately informed as to preventive methods of 
feeding. The figures on vaccination against 
smallpox, and diphtheria immunization are still 
more startling. Only 22 per cent. of the city 
children and but 7 per cent. of the rural chil- 
dren had been vaccinated, and only 22 per cent. 
of the city children and 18 per cent. of the rural 
children had been immunized against diphtheria. 
In the face of these figures we know that 55,000 
eases of unnecessary smallpox occur each year 
in the United States and that in 1928 there were 
5,000 seemingly unnecessary deaths from diph- 
theria of children under 5 years of age. As Dr. 
Van Ingen says, ‘‘Here is a challenge to every 
community which it is able to accept and with 
the surety of surprising results.’’? It may be 
remarked in parenthesis that the figures col- 
lected in Massachusetts, with one or two excep- 
tions, are not figures in which our communities 
ean take pride, and that neither of these excep- 
tions is Boston nor Springfield. 

We should like to conclude this very fragmen- 
tary review of the work of the Committee on 
Medical Care by quoting a few sentences spoken 
at the last session of the conference by the chair- 
man of the whole Medical Section, Dr. Samuel 
McClintock Hamill, whose sight was always far- 
reaching, whose executive ability was outstand- 
ing, and whose patience and consideration were 
constant to the end. 

‘‘This is a cooperative age. It is being stressed 
in nearly every field of endeavor, but curiously 
enough, this committee has found a great 
searcity of communities in which health agencies 
are codperating. The various organizations seem 
jealous of each other’s prerogatives, and unfor- 
tunately competition far too often replaces uni- 
fied coordinated effort.’ * * * * * 

‘‘Knowledge is useless if not applied. The 
section is unanimous in the opinion that a prop- 
erly organized ‘‘follow up’’ which will put into 
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action the information that has been acquired 


collection of facts.’’ 


is of vastly greater importance than the mere|up to us and up to you. 


Ladies and gentlemen, this ‘‘follow up’’ is 
It is our duty to 
pledge ourselves to it. 


_— 





elem 


NEUROLOGIC PHENOMENA IN THE COURSE OF 
THE TREATMENT OF DIABETES 


BY M. CRISCITIELLO, JR., M.D.* AND EDWARD R. MESSER, M.D.* 


YPOGLYCEMIA, whether spontaneous or 

produced by hyperinsulinism, may be ac- 
companied by many and varied neurologic and 
mental disturbances. There is little doubt that 
many such reactions are not recognized and it 
is with this thought in mind and with the 
hope that attention will be drawn to this fact, 
in treating diabetes, that the following case is 
presented. 


The patient, D. D., was an unmarried woman, aged 
50. She first became aware that she had diabetes 
during the month of December, 1926, four years be- 
fore admission to the hospital. For several months 
previous to entry she had not been holding to her 
diet rigidly and on Christmas Day, 1930, the day 
before admission, she had a large dinner, including 
gravies and desserts. Christmas night she felt 
nauseated and vomited several times. The follow- 
ing morning she was very drowsy, vomited, and 
during the afternoon became comatose and was 
taken to the hospital. 


Physical examination showed a woman quite 
undernourished, restless and irrational, with air 
hunger, a rapid pulse and a strong ketone odor to 
her breath. Her blood pressure was 130/70, and 
there was no evidence of arteriosclerosis; the rest 
of the physical examination was negative. Blood 
sugar estimation at that time by the micro method 
showed 800 mgs. and a catheterized specimen of 
urine showed 20% sugar with four plus diacetic 
acid and acetone. She responded well to treatment 
and on the morning of the twenty-seventh was de- 
cidedly better, though she complained of headache, 
nausea and weakness. The blood sugar, at this 
time, by the Folin-Wu method showed 90 mgs., a 
decided drop from the night before, and the urine 
showed 10% sugar and still four plus diacetic acid 
and acetone. During the next few days she im- 
proved to such an extent that she could take solid 
food. 

Because the morning blood sugar estimations were 
high and because the urine still contained much 
diacetic acid and acetone, she was put on a diet rich 
in carbohydrates and was given about 50 units of 
insulin daily, divided into small doses, including one 
dose of 10 units at 2 P. M. On December 31, five 
days after admission, at 5 P. M., she had a slight 
insulin reaction, which manifested itself by weak- 
ness, hunger and perspiration. The patient had had 
insulin reactions on other occasions at home and 
realized what was going on so she asked for some 
orange juice and her symptoms soon disappeared. 
Because of the reaction at this time in the after- 
noon, the 2 o’clock dose of insulin was omitted; in- 
stead, she was put on a schedule of 20 units before 
breakfast, 15 units before dinner and 15 units before 
supper. On this schedule the patient did well for 
two weeks, was up and about and became more ac- 
tive each day. There was no material change in 


*Criscitiello—Pathologist, St. Luke’s Hospital, Pittsfield, Mass. 
Messer—Medical Staff, St. Luke’s Hospital, Pittsfield, Mass. 
For records and addresses of authors see “*This Week’s Issue’, 
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her diet during this period; it was high in carbo- 
hydrates, because the urine still showed a trace of 
acetone. The morning blood sugars ran between 
300 and 400 mgs. per 100 ce. 

On January 16, three weeks after admission, at 
about 5 P. M., she complained of numbness and mus- 
cular weakness in the right hand and had difficulty 
in her speech. However, she was given the usual 
dose of insulin, ate her supper, felt relieved and 
had a good night. The following morning, January 
17, there was no vestige of numbness. She was up 
and about that day, but about 5 o’clock in the after- 
noon she again complained of numbness and weak- 
ness in the right hand; she also said that the hand 
felt cold and she asked for a hot water bag. Again 
she was given the usual dose of insulin followed by 
her supper, which she ate. She was soon relieved, 
but at 11 P. M. the numbness and weakness returned 
and again were apparently alleviated by applying 
the hot water bag. She was asked whether she had 
ever felt like this at any time before, and whether 
these symptoms were anything like insulin reactions 
she had experienced on other occasions; she replied 
in the negative. 

On the morning of January 18, the numbness had 
disappeared and the blood sugar showed 340 mgs. 
She was given the usual dose of insulin, morning and 
noon, and ate breakfast and dinner. At about 5 P. M. 
she again complained of numbness and weakness in 
her right hand and arm and had difficulty in speech. 
She was given the usual dose of insulin but ate only 
a small part of her supper and was given some 
orange juice. At about 7 P. M.—2 hours later—she 
lost complete use of her right arm and leg and had 
paralysis of the right side of her face; there was loss 
of the knee jerk in the right leg, a positive Babinski 
of the right foot and loss of abdominal reflexes on 
the right; a picture of hemiplegia. There was no 
amnesia. This lasted approximately two hours, after 
which she had a good night. The next day, Jan- 
uary 19, she was rather comfortable on the usual 
insulin schedule. 

On January 20, at about 4:30 P. M., she again 
began to lose the use of the right side and com- 
plained of numbness also in the left hand. The 
following is an abstract of a neurologic examination 
made at this time:— 


“A woman lying in bed, apparently very 
weak; her right pupil slightly larger than 
the left; slight ptosis of left lid; slight weak- 
ness of left face and tongue; speech thick 
and indistinct, though the patient did not 
seem aphasic at the time of a short conver- 
sation with her; right arm weaker than left; 
very poor coordination in both arms; arm 
jerks on right less than on left; left arm 
jerks about normal; abdominal reflexes heg- 
ative; marked weakness of both legs; can- 
not lift either heel to knee; right weakness 
greater than left; no codrdination in either 
leg; slight Babinski on right; pseudo-clonus 
on the right; tuning fork felt on both sides, 
less marked on right than on left; joints’ 
sense of big toes impaired. 

“Impression:—Sub-cortical lesion.” 
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From the neurologic findings it seemed that the 
lesion was organic and vascular in nature; because 
of its more or less transient character and tendency 
to clear up after a period of a few hours, and be- 
cause of the low blood pressure, the findings were 
believed to be due to angiospasm rather than throm- 
bosis or hemorrhage. That evening the patient was 
unable to eat her supper but did receive 15 units of 
insulin and, therefore, was given some orange juice. 
At 8 o’clock she felt better and slept well until about 
10 P. M., when her breathing became heavy and she 
went into a series of convulsions. <A catheterized 
specimen of urine at this time showed no sugar. Be- 
tween the convulsions she was given some orange 
juice and soon the convulsions ceased and she fell 
into a sleep. 

The next morning, January 21, she was feeling 





her life. However, if insulin has been a boon 
to the diabetic, it has also made the treatment 
of diabetes more complicated and difficult. This 
ease brings out the fact that both patient and 
physician must not only be on the watch for 
the ordinary signs of insulin reaction, but must 
be always on the alert for any rare and un- 
heard of manifestations. q 

The enormous variation between the morning 
and afternoon blood sugar, as, for example, on 
January 21 and 22, is also of interest and im- 
portance. In order to have a better understand- 
ing of the fluctuation, a brief résumé of the 
carbohydrate metabolism will not be amiss at 
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Schematic representation of glucose metabolism. 


(After Ringer and Baumann.—Endocrinology and Metabolism, 


Appleton.) 


fairly well and had no signs of paralysis; her morn- 
ing blood sugar on this date showed 400 mgs. She 
had her usual morning and noon doses of insulin 
and had a good dinner; at about 4:30 in the after- 
noon she began to feel numbness and weakness in 
both arms. A catheterized specimen of urine showed 
no sugar and the blood sugar estimation at this 
time showed only 35 mgs. No insulin was given 
before her supper, which she ate, and in addition 
she was given some orange juice. The numbness 
quickly disappeared and she had an _ uneventful 
night. The next morning, January 22, blood sugar 
estimation showed 500 mgs. She was given 20 units 
of insulin in the morning; the noon dose was omit- 
ted, and since the urine before supper showed no 
sugar, the evening dose of insulin was also omitted. 
She had no untoward symptoms of any sort and slept 
all night. Hereafter the noon dose of insulin was 
omitted. She had no more paralyses or numbness, 
and continued to improve, being discharged from the 
hospital on February 4, 1931, on a diet made up of 
C 109; P 66, F 119 with 19 units of insulin before 
breakfast and 14 units before supper. She has been 
well since she has been at home, has gained several 
pounds and shows no traces of paralysis. 


COMMENTS 


This case presents several interesting aspects 
of diabetes. In the first place, we had a dia- 
hotie who digressed from her diet and developed 
coma. Insulin came to her rescue and saved 





this point. The different factors involved in 
maintaining a normal sugar level are schemat- 
ically represented in Figure I. A study of this 
diagram will show that insulin, or the secre- 
tion from the islands of Langerhans of the pan- 
creas, plays a very important part in maintain- 
ing this level. 

The action of insulin is usually immediate, 
but the maximum effect may not be reached for 
about an hour and may last from 6-8 hours. 
The patient presented here was given, on Jan- 
uary 21, 15 units of insulin in the morning and 
15 units at noon; at about 5 o’clock in the 
afternoon she exhibited an accumulative effect 
from the morning and noon doses and developed 
hypoglycemia with its resultant neurologic man- 
ifestations. In other words, by 5 o’clock in the 
afternoon the morning and noon doses of insulin 
had built up so much glycogen and oxidized so 
much glucose that, in spite of the high concen- 
tration in the morning, it was reduced to only 
35 mgs. On the other hand, after the effect of 
these doses of insulin had worn off, toward early 
morning, the glycogen stored up in the liver 
and muscles became hydrolyzed, glucose was 
formed and poured into the circulation and 
hence 500 mgs. of sugar were present in the 
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blood the following morning. After the noon 
dose of insulin was omitted no such accumula- 
tive effect took place, the patient did not de- 
velop hypoglycemia toward evening, and there 
were no more reactions of any sort. This shows 
that morning blood sugar estimations in a dia- 
betie without afternoon check-ups may be de- 
ceiving. 

Why did this patient do well on a certain 
diet and insulin schedule for about two weeks 
and then, without any change in the diet or 
the doses of insulin, gradually begin to develop 
hypoglycemia? Two main reasons stand out. 
In the first place, as the patient became more 
active, more sugar was utilized and, therefore, 
there was less left free in the blood for the in- 
sulin to act upon. The other factor which con- 
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FIG. II. Showing marked fluctuation of blood sugar concen- 
tration during twenty-four hours. 


tributed toward the development of hypo- 
glycemia is the alleged effect of undernutrition 
upon glucose tolerance. A discussion of this 
subject is beyond the scope of this paper and 
the reader is referred to the article by Rabino- 
witch. 

Finally, we come to the consideration of the 
unusual neurologic symptom-complex exhibited 
by this patient. Hypoglycemia may be accom- 
panied by many neurologic and mental disturb- 
ances. Their enumeration here would be too 


long and tedious and the reader is referred to 
the excellent article on this subject by Wilder. 
A search of the literature also reveals the fact 
that transitory hemiplegias are not rare and that 
they may be due to many causes, especially an- 
However, to our knowledge the only 


giospasm. 





ease of hemiplegia on record due to hyperin- 
sulinism is that reported by Ravid. The fact 
that the neurologic findings both in the ease of 
Ravid and in our case were transitory and lo- 
ealized makes them difficult of explanation. 
Ravid has discussed this subject in its different 
aspects and has offered an explanation unsatis- 
factory, apparently, even to himself. It has 
been shown that insulin does have some direct 
effect upon the nervous system, and we also 
know that hypoglycemia is accompanied by cer- 
tain circulatory changes. But why should the 
effect of these changes cause localized disturb- 
ances? At present we are not able to answer 
definitely, with the information available, con- 
cerning all of the factors involved. This case 
is presented merely for the purpose of draw- 
ing attention to the unusual neurologic compli- 
cations which may be encountered in the treat- 
ment of diabetes. 


SUMMARY 


A ease of diabetic coma is presented which, in 
the course of treatment, showed rare neurologic 
findings due to hyperinsulinism. 


The mechanism of glucose metabolism is brief- 
ly reviewed. 

The importance of afternoon blood sugar es- 
timations is emphasized. 


If at any time during the treatment of dia- 
betes any unusual symptoms or signs develop, 
it is important to have a blood sugar estimation. 
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MISTAKES IN DIAGNOSIS AND TREATMENT 
OF SYPHILIS* 


BY AUSTIN W. CHEEVER, M.D.,f AND WILLIAM D. WHEELER, M.D. 


ITAGNOSTIC and therapeutic errors are at 

times unavoidable but there is no justifica- 
tion for avoidable mistakes. In the prac- 
tice of syphilology lack of knowledge consti- 
tutes a grave public health problem and is re- 
sponsible for the spread of a serious disease in 
the community and for its transmission to the 
generation to come. 

Within the past three years there have come 
to the attention of the authors over a hundred 
such mistakes which clearly demonstrate the 
following points: 


1. That the physicians who first saw these 
eases knew few of the rudimentary re- 
quirements for the diagnosis of primary 
syphilis. Unbelievable as it seems, many 
of these physicians had no knowledge 
whatsoever of the dark-field examination ; 
that is, the use of the microscope to de- 
termine the presence of the Treponema 
pallidum. 


2. They were not ‘‘syphilis conscious’’, 
seldom suspecting syphilis; they failed to 
recognize its manifestations in the late 
stages. They never resorted to the help 
of serologic examinations, such as the 
Wassermann, Kahn, or Hinton tests. 


3. Their knowledge of the therapeutics of 
syphilis was tragically inadequate and ob- 
solete. 

4. They were totally unaware of the progress 
made in the diagnosis, treatment, and lab- 
oratory research in syphilology. 


Since these errors fall naturally into two 
groups, diagnostic and therapeutic, the cases re- 
ported below are so classified. 


DIAGNOSTIC ERRORS 
CASE 1. 

A white American, 32 years old, contracted a 
penile lesion. A thin crust formed on top of it after 
ten days of self-treatment. The family doctor was 
then consulted. The doctor removed the crust, ap- 
plied a caustic agent and ruled out syphilis because 
the caustic produced no pain. He made no dark-field 
examination. The ulcer healed in five weeks by 
local medication. Shortly after, there appeared a 
generalized rash and the Wassermann blood test 
taken at this time was positive. 


CASE 2. 
A patient brought the following letter from his 
family doctor: 

“This patient has been treated by me for a 
penile sore for two months. I wonder if it 
might be syphilis. Please do a Wassermanu 
test and report to me.” 

*From the Clinic of Dermatology and Syphilology and the 
Department of Clinical Research of the Boston Dispensary. 
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“This Week’s Issue’, page 1261. 





Examination showed a penile lesion nearly healed; 
the dark-field examination was positive for Trep- 
onema pallidum, and there was present a gener- 
alized maculopapular rash of secondary syphilis. 
Obviously, the doctor did not know that the correct 
procedure was not to wait two months but to search 
for the treponemata with the aid of the dark-field 
apparatus. 


Case 3. 

A patient with acute gonorrhea developed a rash 
about five weeks after the onset. The Wassermann 
blood test at the onset of gonorrhea was negative, 
which satisfied the attending physician as to the ab- 
sence of syphilis, and no more blood tests were 
taken. Examination at this time revealed a hard 
ring around the corona, much edema of the prepuce 
and a typical rash of secondary syphilis. The Was- 
sermann blood test was strongly positive. Undoubt- 
edly the patient contracted an intraurethral chancre. 
This doctor did not know that the blood may stay 
negative for two or more weeks in the primary 
stage of syphilis. 


CASE 4. 

A young man, aged 20 years, came to his doctor 
with a lip lesion of six weeks’ duration and a macu- 
lar rash of one week’s duration on the trunk. There 
was a history of much kissing of a dancing partner 
with whom he was previously unacquainted. His 
physician ridiculed the idea of a chancre and re- 
assured the patient with the statement that chancres 
occur only on the genitalia. The dark-field at this 
time was positive, as were the Kahn and Wasser- 
mann blood tests. A knowledge of the fact that 
extragenital chancres are fairly common and may 
occur on any part of the body would have prevented 
the development of a secondary phase and infection 
of other contacts. 


CASE 5. 

A married woman, 28 years old, had a generalized 
rash of secondary syphilis of three days’ duration. 
She denied extramarital relations. Examination of 
her husband showed evidence of syphilis, confirmed 
by a positive Wassermann blood test and a history 
of a penile sore a few months before. The ulcer 
was healed with local medication in four weeks. His 
doctor assured him that it was not syphilis. He ad- 
mitted extramarital relations both before and after 
the development of the sore. Prompt diagnosis by 
aid of the dark-field examinations would have pre- 
vented infection of his wife and of his extramarital 
contacts. 


CASE 6. 

A worker consulted the factory doctor about a 
penile sore. The physician prescribed a salve, ex- 
plaining that failure of the salve to heal the sore 
in one month meant syphilis. At the end of the 
month the chancre was only partly healed and a 
rash appeared all over the body. The Kahn, Was- 
sermann, and Hinton blood tests were positive at 
this time. The quaint means of diagnosis employed 
by the factory doctor proved prophetic, but the diag- 
nosis should have been made by means of the dark- 
field examination at the first visit of the patient, 
and these examinations repeated for several days 
in succession until treponemata were ‘ound or 
syphilis definitely excluded. 


CASE 7. 
A baby one month old was seen in the nose and 
throat department of another hospital. The baby’s 
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ailment, as described by the mother, consisted of 
constant sniffing, whining, and hard breathing. 
After three weeks of unsuccessful treatment a ton- 
sillectomy was performed. This was followed by 
a persistent hemopurulent nasal discharge. Final- 
ly a pediatrician proved the case to be congenital 
syphilis, pointing out that a history of sniffling, 
whining and panting in an infant should immediate- 
ly make one suspect congenital syphilis, these be- 
ing the cardinal symptoms of the ailment. He also 
demonstrated a maculopapular rash on the palms 
and soles of the child, another important diagnostic 
point, the significance of which was unknown to the 
physicians who preceded the consultant. Examina- 
tion of the mother revealed her to be syphilitic. 
The Wassermann blood tests of both mother and 
child were positive. 

It would be impossible and unnecessary to 
describe here in detail all the cases which came 
to our knowledge; it will be sufficient to men- 
tion the following outstanding errors: 

Numerous eases of interstitial keratitis in con- 
genital syphilities treated by prescribing eye- 
glasses; extragenital chancres on fingers, lips, 
eyelids, thighs, and other places, which were 
not recognized for their true meaning; an end- 
less list dealing with failures to recognize syphi- 
lis of the central nervous system: patients be- 
ing treated for anything but syphilis; syph- 
ilitie periostitis in children, diagnosed as grow- 
ing pains; perianal condylomata, diagnosed as 
hemorrhoids and removed surgically; tonsillec- 
tomies done while tonsillar chancres existed; 
unrecognized syphilitic heart involvements, and 
others. The list is very long and appalling. 


THERAPEUTIC ERRORS 


On October 8, 1928, a meeting of syphilolo- 
gists, arranged by the League of Nations, took 
place in Geneva. In their final report these men 


stressed the fact that ‘‘in the fight against syph- | 
ilis the results obtained have not been such as | 


the universally recognized progress of syphilis 
therapy would give reason to expect’’. They 
apparently explained this fact by their state- 
ment that ‘‘new discoveries in diagnosis and 
therapy of syphilis are not applied everywhere 
in the right way and with desirable prompt- 
ness’’. Apparently these new discoveries are 
unknown to some of the medical profession. The 
following cases illustrate several instances of 
therapeutic errors: 


CASE 1. 

A man with a penile sore was treated by a sur- 
geon for syphilis after the dark-field examination 
proved positive. The treatment was not so inten- 
sive as recommended by modern procedure. He was 
given one weekly intravenous injection of neo-sal- 
varsan for six weeks, followed by one weekly injec- 
tion of mercury salicylate intramuscularly for nine 
weeks. At the end of the above courses the patient 
was told that he needed no more treatment because 
his blood was negative, but that he should come 
for a blood test in a few months.. When papules 
and moist lesions appeared on the scrotum about 
four weeks later they were diagnosed as herpes by 
the surgeon. Soon after, a rash appeared on the 
trunk while late secondary manifestations of syphi- 
lis developed around the corona, on the lips, and 





in the mouth. It required a positive Wassermann 
blood test and the opinion of two dermatologists to 
convince the surgeon that his treatment had not 
been adequate and that the patient was suffering 
from secondary ~ —ailis. 

Several important errors stand out in this case. 
First, the surgeon did not know that in both pri- 
mary and secondary syphilis intensive treatment is 
indicated, until lesions and symptoms disappear. 
Such intensive treatment usually consists of two or 
three weekly intravenous injections of some arseni- 
cal agent. Secondly, he was not aware that one 
negative blood test does not mean a cure. He did 
not know that it takes from two to five years to 
effect a probable cure; that it is necessary to ex- 
amine the spinal fluid for neurosyphilis and that 
in most cases it is necessary to have the patient 
under lifetime observation. 


CASE 2. 

A woman receiving treatment for primary syphi- 
lis reported chills and nausea a few minutes after 
the second intravenous treatment, and the dose of 
arsphenamine was diminished for the next two visits. 
After the fourth injection a rash appeared on the 
body, a small ulcer in the left tonsillar fossa, and 
a large, hard, non-tender mass near the angle of the 
lower jaw, all of which were definite signs of sec- 
ondary syphilis. The condition was diagnosed as 
arsenical poisoning, arsphenamine treatment was 
stopped, and intramuscular bismuth medication was 
substituted, but the patient continued to grow worse. 
Finally, when a correct interpretation was made, 
and large doses of arsphenamine were given, all the 
signs and symptoms of secondary syphilis subsided. 


CASE 3. 

Another grave danger is failure to recognize and 
interpret drug reactions. A woman treated regu- 
larly for syphilis for three years complained of an 
itching sensation on her arms after a certain in- 
travenous injection. Her doctor attributed the itch 
to “nerves or diet”. The arsenicals were continued 
and the itching grew worse and more general. After 
the seventh treatment a profuse exfoliation began 
all over the body, and a dermatologist diagnosed 
the case as arsenical dermatitis exfoliativa. This 
condition sometimes terminates fatally. The itch- 
ing was a danger signal of arsenical poisoning and 
a warning to stop arsenical treatment. In some 
cases it is not sufficient to stop the treatment but 
it becomes necessary to unload the metal from the 
patient’s system by administering sodium thiosul- 
phate intravenously three times a week or raore 
often until the patient is cured of the dermatosis. 


CASE 4. 

A surgeon offered to treat his brother for ad- 
vanced syphilitic aortitis, the diagnosis having been 
made by an internist. He gave 0.9 Gm. neoarsphena- 
mine, followed three days later by another 0.9 Gm., 
and three days later by a third injection of the same 
dosage. The patient did not survive to receive the 
fourth treatment. This patient should have been 
given a much milder form of treatment, such as oral 
administration of mercury for several weeks previ- 
ous to intravenous medication. 


CASE 5. 

Not only is knowledge of proper dosage necessary, 
but also skill in technic if one wishes to administer 
treatment safely. While a doctor began administer- 
ing a dose of arsphenamine, the patient complained 
of pain and burning at the site of injection. This 
could mean one thing only: The tip of the needle 
was outside of the vein and the arsphenamine solu- 
tion was saturating the tissues and not entering the 
blood stream. Treatment should have been stopped 
at once, the needle withdrawn, and then reinserted 
into the vein. The doctor ignored the warning and 
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administered the entire dose 0.4 Gm. arsphenamine 
extravenously. This was followed in a few hours 
by marked edema, redness, and later by a deep, ex- 
tensive slough. The ulcer was healed by ultraviolet 
radiation in about three months while intensive in- 
travenous medication was continued in the other 
arm. 


Many more such eases came to our attention. 
They seemed to show that an alarming number 
of physicians still labor under the obsolete idea 
that all there is to the diagnosis of syphilis is 
taking a blood test and all there is to the treat- 
ment is giving injections until they get a nega- 
tive blood test. The errors keep piling up, as 
disclosed by the records of many syphilologists, 
hospitals, and boards of health. 


CONCLUSIONS 


The eases presented above are not cited in the 
spirit of criticism, but for the purpose of awak- 
ening the medical profession to its responsi- 
bility. An intensive propaganda among the 
practicing physicians is essential to acquaint 
them better with the methods of modern syphil- 
ology. A short list, headed ‘‘Lest We Forget’’ 
might well be printed for distribution to every 
physician, to be kept permanently on his desk, 
and to read as follows: 


1. Consider every genital ulcer as syphilitic un- 
less definitely ruled out by repeated dark-field 
examinations. 

2. Remember that extragenital chancres are not 
uncommon and may be located anywhere on 
the body. 

3. Bear in mind that a chancre in a woman may 
be hidden within the vagina. A painstaking, 
thorough search should be made in all cases. 


4, Have routine laboratory blood tests, such as 
the Wassermann and Hinton, made on the 
blood of all your patients, and don’t forget 
_ one negative test does not rule out syphi- 
is. 

5. Have the blood of every pregnant woman ex- 
amined for syphilis early in pregnancy. A 
positive blood test would indicate immediate 
treatment for the expectant mother and in- 
cidentally for the fetus. 


6. The time to discover a congenital syphilitic 
and begin treatment is before the syphilitic 
is born; that is, treating the syphilitic mother 
early in pregnancy, all through pregnancy, 
and then continuing the treatment of the child 
from its birth for a long number of years. 


7. Treatment in all cases of syphilis should be 
prolonged, intensive when necessary, and al- 
ways in keeping with modern procedure and 
progress. One negative blood test during 
treatment does not mean a cure. About two 
to five years is necessary before a probabie 
cure can be effected. In most cases lifetime 
observation of the patient is advisable. 


8. Examination of spinal fluid is essential in 
every case of syphilis, and is often the only 
means of detecting incipient neurosyphilis. 


9. Always suspect syphilis. In any of its stares 
it may simulate other diseases. 


10. Whenever in doubt concerning the diagnosis 


of syphilis consult a syphilologist. 


_ It is obvious that teachers and students of 
syphilology, and other interested agencies, such 
as medical schools, public health institutions, 
hospitals and others, should unite for an inten- 
Sive propaganda to reach every physician, to the 
end that advantage may be taken of the progress 
of syphilology. 





PELLAGRA PREVENTIVE VALUE OF CERTAIN 
CANNED VEGETABLES 

The United States Public Health Service has re- 
cently completed a study of the pellagra preventive 
potency of canned spinach, canned turnip greens, 
mature onions and carned green beans. These 
studies are of value, as they indicate the efficacy of 
these vegetables in the prevention of pellagra. 

Canned spinach supplies the pellagra-preventive 
vitamin, but cannot be regarded as especially rich in 
it. It is, however, considered an important con- 
tributory source of this factor. Canned turnip 
greens supply the pellagra-preventive vitamin and, 
at least in liberal quantity, adequately supplement 
an otherwise pellagra-producing diet. This sub- 
stance meets many of the requirements of a prac- 
tical and effective dietary supplement in the pel- 
iagrous sections. The mature onion is a very poor 


source of the pellagra-preventive vitamin. Canned 
green beans are, relatively, a poor source of the 
pellagra-preventive vitamin. 





— 


A GENEROUS BEQUEST TO THE BOSTON CITY 
HOSPITAL 


By the will of Charles H. Tyler of Beverly, Massa- 
chusetts, The Boston City Hospital will receive one 
million dollars, half of this sum to provide a suv’g.- 
cal research laboratory and equipment and half to 
be placed in trust, the income of which is to pro- 
vide for salaries for the director and his assistants. 
If necessary this trust fund may be drawn upon for 
equipment. 

The director is to be appointed by the trustees of 
the hospital after consultation with the Harvard 
Corporation or that of Tufts College or both. 

The laboratory will be named after Dr. George H. 
Sears who has given years of service to the Boston 
City Hospital as a physician and trustee. 

This is an illustration of the function of physi- 
cians in influencing the disposition of funds by 
wills. This bequest will to a large degree add to 
the beneficent functions of the City Hospital. 

It may be that it will be a motivating example 
which will turn attention to the Faulkner and the 
Deaconess Hospitals both of which have contrib- 
uted greatly to the needs of patients. 
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CASE 17521 


RECURRENT UNILATERAL PLEURAL 
EFFUSION AND ASCITES 


MEDICAL AND SURGICAL DEPARTMENTS 
PRESENTATION OF CASE 


Dr. Orto C. YENs*: This is the case of a 
native born travelling salesman aged forty-three 
who had been in the hospital three times. His 
final admission was in May, six and a half years 
after his first admission. His chief complaints 
were of dyspnea on exertion, edema of the legs 
and ascites of seven years’ duration. 

The present illness began nine years before 
his third admission with low substernal distress, 
especially when his stomach was empty. This 
lasted two years, until seven years before his 
final admission. Then he had hematemeses on 
two successive days. The blood was dark red 
and clotted, the amount not known. The patient 
lost consciousness each time. Edema of the legs, 
marked ascites and dyspnea on exertion fol- 
lowed. 


First admission. An abdominal paracentesis 
was done and 91% pints of fluid removed. After 
it the liver was found to be enlarged to 8 centi- 
meters below the costal margin. The heart was 
much enlarged, with a systolie and a slight dias- 
tolic murmur in the second and third inter- 
spaces to the left of midsternum. A Wasser- 
mann test was strongly positive. The pupils 
were unequal. The left pupil was slightly ir- 
regular and did not react to light. A lumbar 
puncture was negative. The blood pressure at 
that time was 160/110. There was very marked 
secondary anemia. 

A gastro-intestinal series done at that time 
was inconclusive. A chest film showed the heart 
greatly enlarged, especially in the region of the 
left ventricle. Otherwise x-ray examination 
was negative. 

History of interval. After discharge he spent 
the winter in Florida and did fairly well. He 
was tapped three or four times and had 60 in- 
jections into his arm of what may have been 
iron. He also took potassium iodide. Five 
years before his third admission he began to 
have weekly injections into his buttocks of a 
fluid which he said produced diuresis. He con- 
tinued to lead a sedentary life and was fairly 


*Recently senior interne on the West Medical service. 





comfortable with a varying amount of edema 
and slight ascites. Between the time of his 
discharge and three years before death he had 
occasional nocturnal dyspnea, but he was on 
the whole fairly well, with some weight loss. 
One year before his third entry he had extrac- 
tion of two teeth and developed severe osteo- 
myelitis and sloughing of almost the whole right 
maxilla. He went to the Eye and Ear Infir- 
mary. An abdominal paracentesis was done 
there, and he was transferred to the West Medi- 
eal service. 

Second admission, five and a half years after 
his first admission. 

He showed on physical examination at that 
time a very severe osteomyelitis of the right 
side of the face. The chest showed dullness 
below the level of the scapula posteriorly and 
anteriorly with signs of compression of the lung 
above. The left lung was normal. The abdomen 
showed a large amount of fluid. The liver was 
10 centimeters below the costal margin. There 
was marked edema of the legs and sacrum. The 
heart was much the same as at the previous 
admission, with definitely increased supracardiac 
dullness. There were numerous dilated veins of 
the upper chest. The blood pressure on ad- 
mission was 132/92. 

Abdominal paracenteses at that time showed 
6 liters of milky fluid unchanged by shaking 
with ether, and characteristically showing crys- 
tals microscopically. The specific gravity was 


1.010. There were 84 lymphocytes, 3 poly- 
nuclears. Hinton and guinea pig tests were 
negative. A culture was sterile. A liver fune- 


tion test at that time was normal. 

X-rays of the chest showed definite evidence 
of partial collapse of the right lower lobe and a 
question of aneurysm of the aorta. There was 
pleural effusion on the right side, hazy dullness 
of the lower three quarters of the right lung 
and a question of displacement of the heart to 
the right. 

The urine showed a slight trace to a trace of 
albumin, with white blood cells and casts but no 
red cells. *The renal function was markedly 
reduced. The non-protein nitrogen varied be- 
tween 60 and 40. A chest tap yielded no fluid. 

The patient improved in the ward and was 
discharged in three weeks and a half. 


History of interval. He was followed in the 
Outpatient Department. In general he re- 
mained in about the same condition. He had 
to be tapped every two or three weeks and al- 
ways had about 6 quarts of milky colored fluid. 
He had non-productive dyspneic cough for a 
long time after his discharge, but none recent 
to his third admission. His appetite remained 
good. He took digitalis and potassium iodide. 
For a month before readmission he had had 
slight pain in his left shoulder on motion. Seven 
months before his final entry anteroposterior 
and lateral x-rays of the chest showed a rounded 
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mass at the right lung root, also probable col- 
lapse of the right lower lobe with displacement 
of the heart to the right. The question was 
raised at that time as to whether there was ma- 
lignancy of the lung, and also a question of lues 
of the right descending bronchus. He was ad- 
vised to enter the hospital, as it was felt that 
something might be done for him. 

Third admission, a year after his second ad- 
mission. 

He now gave a history of a questionable 
chancre twenty-four years ago, with no sec- 
ondary manifestations. He had had pneumonia 
twice, once fifteen years previously, and in- 
fluenza in 1918. 

The family history was negative. His first 
wife had died, leaving three children living and 
well. She had had two misearriages. His sec- 
ond wife had had no pregnancies. 

Physical examination showed a _ well-devel- 
oped, thin, pale man lying propped up in bed. 
His lips were brick red, his fingers cyanotic. 
The right chest was smaller than the left. There 
was fullness of the right supraclavicular fossa 
and pulsation in the suprasternal notch. There 
were numerous dilated veins across the upper 
left chest anteriorly and over the left shoulder, 
where there was slight pulsation. There was 
increased supracardiac dullness. The heart was 
considerably enlarged. The left border of dull- 
ness was about 11 centimeters from midsternum. 
The sounds were good. The rate was 60, but 
with definite pulsus alternans. There was a 
loud rough midsystolic murmur transmitted to 
the apex and less markedly to the third space 
to the left of the arterial and aortic areas. 
There was gallop rhythm. The lungs showed 
duilness to flatness in the right chest anteriorly 
and posteriorly below the apex, the only area 
of resonance being high in the axilla and at the 
clavicle or above it. The breath sounds were 
bronchial and of diminished intensity as the 
dullness increased. There were many crepitant 
rales over the whole right chest. The left chest 
showed dullness below the scapula behind and 
in the axilla. The gastric tympany was in- 
creased in this area. The breath sounds were 
bronchial anteriorly and posteriorly over the 
upper left chest with increased voice sounds. 
There were many rales over the entire chest. 
Tactile fremitus was absent in the right chest. 
There was edema of the entire body below the 
nipples. The blood pressure was 133/72. 

The urine and stool were negative. The white 
blood cell count was normal. Hinton and Was- 
sermann tests were moderately positive. The 
non-protein nitrogen was 48 milligrams. A liver 
function test showed 10 per cent. retention. 

An electrocardiogram showed left bundle 
branch block, low voltage. 

In the ward the patient had several abdominal 
paracenteses. The fluid always showed opacity 
due to pseudomucin, suggestive of hepatic cir- 
rhosis of long standing. 





Dr. Churchill advised exploratory laparot- 
omy, with decision for omentopexy to be based 
on the findings. A right upper quadrant in- 
cision was made under local anesthesia and 
omentopexy done to establish collateral circu- 
lation. <A liver biopsy was also done. The op- 
eration was very well borne, but that night 
the patient suddenly died. 

Dr. AuBREY O. Hampton: At the first admis- . 
sion we had some films of the chest which were 
negative except for enlargement of the heart. 
He also had a gastro-intestinal series at that 
time. The conclusions were: ‘‘ Not characteris- 
tie of either carcinoma or gastric lues and might 
be due to adhesions about this portion of the 
stomach, that is, the antrum, but may be of no 
pathologie significance.’’ 

The first film that was taken at the second 
admission was interpreted as collapse of the 
right lung, and fluid. It is a fairly typical pie- 
ture of collapse in that the heart is displaced to 
the right and is obscured by an area of homo- 
geneous hazy dullness which obliterates the lower 
three quarters of the right lung field. You see 
thickening of the pleura along the axillary line, 
also a queer area of density at the lung root 
which was not described. Here is a portable - 
film taken later showing practically no change. 
We also described increased supracardiae dull- 
ness, and we thought that he had an enlarged 
heart and that the increase in the supracardiac 
shadow might be due to dilated aorta. 

Dr. Maurice Fremont-SmitH: Would not 
collapse do that? 

Dr. Hamptron: Collapse would do all of it 
except for that little dense line, which would 
indicate pleural involvement. If we see that 
we have at least a suspicion that there is pleural 
involvement. 

A few days later we had another film with a 
little more exposure. It showed very little 
change except that perhaps at the left base there 
is some dullness not present before. One would 
assume that he had something in his pleural 
cavity at that time. 

The films taken at his third admission show 
pneumothorax, a fluid level and a partially, ir- 
regularly collapsed lung. The lung is probably 
adherent at one point and the upper lobe is not 
collapsed. The round shadow again is present, 
though it is not nearly so dense as it seemed 
in the earlier film. It is almost transparent in 
one region. 

The lateral view shows that that round area 
of dullness is not in the ascending aorta or in 
the arch of the aorta but below it in the inferior 
part of the lung root. We had no interpreta- 
tion of what that mass represented. At the last 
examination I think his left lung had cleared 
up a bit. 

In the last film we have, he still has dullness 
at the left base. We thought all along that he 
had definite evidence of collapsed lung, fluid, 
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that queer mass, increased supracardiac dullness 
and enlargement of the heart. 


CLINICAL DiscussION 


Dr. GERALD BLAKE: Previous to this man’s 
first admission he had been under treatment for 
hypertension. Hypertension in a man of thirty- 
six in the absence of pathology in the kidneys 
or any other obvious cause is probably either 
essential hypertension or due to lues through 
changes in the vessels. This man had lues, but 
we had no knowledge of what his condition was 
before we got our first positive Wassermann. At 
entrance he showed enough in the widening of 
the arch of the aorta, in the enlargement of the 
heart, the double murmur present in the heart, 
to make a diagnosis of luetic aortitis and luetic 
heart disease. Because of the fact that there 
was no evidence of congestive failure elsewhere, 
the large liver and ascites were also thought to 
be due to luetie involvement of the liver. 

He did pretty well between the first discharge 
and the second admission on treatment caleu- 
lated to be good for cirrhosis of the liver from 
whatever cause, and particularly good for luetic 
changes in the liver. He got at weekly intervals 
through a period of five or six years injections 
apparently containing mercury, because he 
stated that he always had profuse diuresis af- 
terwards. 

His condition at the second admission was 
somewhat worse so far as his heart, his aorta 
and his liver were concerned, but those symp- 
toms and signs were overshadowed by his pros- 
tration from the infection, osteomyelitis of the 
upper jaw. He appeared to be in a hopeless con- 
dition at admission at that time. He was treated 
symptomatically so far as his heart and liver 
were concerned and treatment of the osteomyel- 
itis of the jaw was carried on, but for a week 
without very much enthusiasm. He rather sur- 
prised us by improving enough to be able to be 
discharged from the hospital in fairly comforta- 
ble condition. 

At the time of his second admission there was 
an appearance of a bulge at the beginning of 
the aorta. It was not possible to say whether 
this pulsated or not, but the question of an- 
eurysm came up at that time. 

At his third admission his condition was an 
ageravation of what it was in the second admis- 
sion, with osteomyelitis out of the picture. The 
striking things then were increase in the dem- 
onstrable supracardiae dullness, fluid in the 
right chest, moisture in the left chest and strik- 
ing dilatation of the superficial veins of the 
upper thorax. There was some degree of infec- 
tion in the abdominal wall from repeated tap- 
pings outside. While he was tapped a few 
times during that admission, the fluid reaccu- 
mulated so rapidly and created such discomfort 
that we asked Dr. Churchill to see him with a 
view to operation to inerease the collateral cir- 





culation. In regard to the chest condition, there 
was evidence of increased pressure in the medias- 
tinum. Aneurysm and mediastinitis from his 
lues and adherent pericardium were considered 
as possibilities, but of these three the most likely 
seemed to be aneurysm, because the bulge at the 
beginning of the arch was more prominent than 
it had been before. In the opinion of the Car- 
diae Clinie the probable diagnosis was intraperi- 
cardial aneurysm of the first part of the arch. 

In spite of this chest condition we thought it 
wise to try to see if the ascites could be better 
controlled following operation. We sent him 
to the Surgical service with a diagnosis of 
luetie aortitis, luetic heart disease, lues of the 
liver, question of mediastinitis and question of 
aneurysm at the beginning of the arch. 


Dr. Howarp B. Sprague: Both Dr. White 
and I saw this patient and we were not able to 
make a definite diagnosis. I guessed at aneu- 
rysm as the first diagnosis. Then after writing 
this note I took the man down and Dr. White 
and I fluoroscoped him in the laboratory. You 
heard Dr. Hampton give the x-ray findings. We 
were not able to find any definite saccular 
aneurysm. There was no evidence of calcifica- 
tion in the pericardium, but there was cardiac 
enlargement. In a patient with lues and liver 
enlargement with ascites, suggesting the inferior 
mediastinal syndrome, and with evidence of su- 
perior mediastinal obstruction at the last ad- 
mission, it seemed to us that the most likely di- 
agnosis was aneurysm of the aorta with pres- 
sure on the great veins. An electrocardiogram 
gave evidence of left bundle branch block. We 
had proof, then, of myocardial difficulty, but 
could not say from the findings that we were 
dealing with aneurysm or mediastinitis with any 
definiteness, and we were not at all sure what 
this patient would show at necropsy. 

Dr. FREDERICK T. Lorp: I did not hear the 
first part of the report, but I am interested in 
the condition on the right side of the chest, es- 
pecially the explanation of the apparent lung 
collapse in this region. There are two causes 
of atelectasis, compression from without and 
plugging of the bronchi. Though the x-ray is 
of great importance in establishing the presence 
of atelectasis, it is not to be expected that it will 
often tell whether the bronchus leading to the 
affected region is open or elosed. Such radio- 
opaque substances as metal, bone or ivory may 
be detected in the bronchus, but such intrabron- 
chial causes of bronchostenosis as a non-opaque 
foreign body, bronchial tumor, fibrinous ex- 
udate, granulation tissue of a cicatrix are not 
determinable by x-ray and in long-standing cases 
collapse of the lung may persist after relief of 
the bronchial occlusion. It is fortunate that ev- 
idence obtained on physical examination does 
permit a decision regarding the presence or ab- 
sence of bronchostenosis, and I should like to 
emphasize the value of physical signs in this 














Volume 205 
Number 26 


CABOT CASE RECORDS 


1255 





matter, as it is one of the few bronchopulmonary 
conditions in which they exceed in value the 
results of x-ray examination. It would in con- 
sequence be of interest to know more in detail re- 
garding the physical signs. If the atelectasis 
is due to bronchostenosis there should be dull- 
ness, diminished or absent breathing, voice, whis- 
per and tactile fremitus. If it is due to pres- 
sure of fluid from without and the bronchus is 
open, the signs should be quite different, i.e., 
dullness, bronchial breathing, diminished 
voice, egophony and diminished tactile fremitus. 
Could we know more about the signs on this side 
of the chest? 

Dr. Epwarp D. Cuurcnitt: Here is your 
note: ‘‘ Anteriorly in the right chest relative res- 
onance at the apex. The base anteriorly was 
dull, with diminished bronchial breathing, voice 
and whisper negative, tactile fremitus dimin- 
ished, numerous medium and consonating rales. 
Posteriorly at both bases extending high on the 
right was dullness with diminished bronchial 
breathing, tactile fremitus present, numerous 
rales, no egophony.’’ 

Dr. Lorp: The signs at the right base, back 
and front, are consistent with atelectasis from 
fluid and suggest that the bronchus leading to 
the affected region is open. 

Dr. Cuurcnitt: After hearing the history in 
this case abstracted by Dr. Yens I am amazed 
that we undertook to treat this man surgically. 
But in reality the patient did not seem to be in 
so desperate a situation as the picture would 
indicate. He had been studied by Dr. Short in 
the Outpatient Department for a long time, but 
the nature of his difficulty was very obscure. 
The ascitic fluid was very interesting because it 
was milky in appearance. That immediately 
raised the question as to whether it was chylous 
ascites, and the fluid was examined very care- 
fully with this in view. There were no fat drop- 
lets or fatty acids. The cloudiness was due to 
pseudomucin. This finding was taken to indi- 
cate hepatic cirrhosis. We were still in the dark 
as to whether the cirrhosis was primary or sec- 
ondary to cardiac failure. 

It was thought the simplest procedure in an 
attempt both to establish a diagnosis and pos- 
sibly to give the man some relief would be ab- 
dominal exploration with the Talma fixation of 
the omentum. 

When the abdomen was opened the liver was 
found to be enlarged and the surface marked 
with a thin white coating typical of prolonged 
ascites. There was no evidence of malignant dis- 
ease or of cause for the ascites other than the 
liver condition. I examined the diaphragmatic 
aspect of the pericardium to see if information 
could be obtained regarding possible pericardial 
adhesions. The heart was beating forcefully and 
pulsations were transmitted freely through what 
was apparently a thin diaphragmatic pericar- 
dium. A small wedge-shaped piece was taken 





from the liver for biopsy. The operation was 
performed under local anesthesia with perfect 
cooperation of the patient. The following day 
he died suddenly without further signs or symp- 
toms of diagnostic significance. 


Dr. Fremont-Smita: Assuming that his 
hematemesis was due to liver damage causing 
dilated esophageal veins, isn’t it fair to say that 
the process is not luetic but is rather more apt 
to be a straight cirrhosis? Isn’t it true that the 
lesion in a luetic liver is less apt to give venous 
compression? Are not the lesions more discrete ? 

Dr. Tracy B. Matnory: Yes, I think that is 
true of the luetie livers that we have had here. 
None of our typical cases of hepar lobatum have 
shown varices or hematemesis, but we have 
not a great many cases from which to draw con- 
clusions. 

Dr. Cuester M. Jones: Had this patient had 
enough suppuration in the past to produce amy- 
loid changes in the liver? 

Dr. Mauuory: Hardly. He had had only 
that jaw lesion, and that cleared up fairly quick- 
ly, didn’t it? 


Dr. YENS: Yes, in six or eight weeks. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Cirrhosis of the liver. 
Luetie heart disease. 


ANATOMIC DIAGNOSES 
1. Primary diseases. 


Chronic pleuritis, pericarditis, peritonitis. 
Arteriosclerosis and coronary sclerosis. 


bo 


Secondary or terminal lesions. 


Hypertrophy of the heart. 

Luetie aortitis. 

Compression atelectasis of the right lung. 
Chronic vascular nephritis. 


3. Historical landmarks. 


Operative wound, omentopexy. 


PatTnoLocic Discussion 


Dr. Matuory: This is a case in which it cer- 
tainly seems impossible to lump all the symptoms 
under one diagnosis. Clinically there was a 
great deal to suggest syphilis, yet it was hard 
to explain all the symptoms under the classifica- 
tion of syphilis. That becomes still more evident 
when we come to the autopsy findings. 

Perhaps the thing that impressed us most at 
autopsy was the right pleural cavity, where they 
had constantly found fluid over a period of two 
years or more. Both the visceral and parietal 
pleurae, which were 2 or 3 millimeters thick, 
showed dense fibrous thickening. There was still 
a large amount of fluid in spite of tapping, well 
over a liter. The lung was completely collapsed. 
The other pleural cavity also showed fluid and 
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some evidence of old fibrous pleuritis in the 
form of adhesions between the lung and the 
parietal pleura, but no such marked thickening 
of the pleura as we found on the right. 

In the pericardium we again found adhesions, 
both old fibrous and also some fresh fibrinous. 

In the abdomen the capsule of the liver and 
of the spleen were both very much thickened 
with dense fibrous tissue. There was no true 
cirrhosis. The tissue immediately beneath the 
capsule showed fibrous radiating bands, but as 
we got deeper into the liver we found nothing 
but chronic passive congestion. 

The other major finding at autopsy was a 
hypertrophied heart in which a large proportion 
of the hypertrophy was on the right side. The 
left side was only slightly hypertrophied and 
showed a small area of infarction. One coro- 
nary was occluded by an organized thrombus 
so vascular as almost to suggest Buerger’s dis- 
ease. The pulmonary artery showed definite di- 
latation and the middle of the three main 
branches of the right pulmonary artery was 
completely occluded by a thrombus which was 
firmly adherent; it must have been present for 
some time. The aorta showed marked atheroma, 
some searring which looked luetic, numerous 
rather small areas of dilatation, no definite an- 
eurysm at all, but a number of small beginning 
pockets which suggested that perhaps aneurysms 
were developing. 

The stomach showed several areas of rather 
slight polypoid hyperplasia of the mucosa. I 
think it would be fair to classify them as benign 
polyps. The esophagus showed slight dilata- 
tion of the veins but no varices which were at 
all striking. 

The more or less final finding was a pair of 
kidneys weighing only 175 grams, very adherent 
to the capsule, with a granular red surface. 
When stripped they showed quite a typical vas- 
cular nephritis, rather severe. 

How to eonnect this variety of things with 
one another is an amusing problem. One of the 
things one is forced to think of immediately is 
the possibility of multiple serositis. The evi- 
dence as to that is not conclusive. We have one 
pleural cavity, and the lesions of the liver and 
spleen are very suggestive. What we found in 
the other pleural cavity is rather questionable. 
The eardiae infarct would not depend upon sero- 
sitis. The adhesions found in the pericardium 
could be accounted for by multiple serositis or 
by the infaretion. On the other hand I do not 
see how syphilis could possibly produce those 
conditions. So far as I know there has never 
been any relation between syphilis and multiple 
serositis. Serositis is much more apt to be 
associated with rheumatie infection. There is 
no evidence of old rheumatic or luetie lesions on 
any of the valves in this case. He did however 
have acute vegetations, indistinguishable from 
rheumatie ones, on the aortic and pulmonary 





valves. This is most unusual, because almost in- 
variably the pulmonary is the last valve to be 
affected. Both the mitral and tricuspid valves 
were negative. We know this man had hyper- 
tension in the major arterial circuit, probably in 
the pulmonary circuit as well. That might ex- 
plain the localization on the aortic and pulmo- 
nary valves. At least it is an interesting con- 
jecture. 

There is one other possibility. There seems 
to be a definite relationship between multiple 
serositis and periarteritis nodosa, as Ophiils has 
pointed out. That would tie up the heart, the 
serous cavities and the kidneys. On the other 
hand we ean find in this case no lesions in the 
vessels which definitely suggest this disease. 

Dr. Hampton: Were the main bronchi on 
the right normal? 

Dr. Mautory: Yes. 

Dr. Lorp: What did culture from the pleural 
fluid show? 

Dr. Mauuory: I do not believe we cultured it, 
Dr. Lord. There was a relatively clear fluid 
there which we probably thought was not infee- 
tious in origin. 

Dr. Lorp: In respect to that, a small propor- 
tion of patients with rheumatic fever develop 
pleuritis with serofibrinous effusion, with clear 
or slightly cloudy straw-colored fluid, excess of 
lymphocytes or polynuclear cells, endothelial 
cells in smaller proportion, and sterile on cul- 
ture. 

Dr. Matuory: Yes. 

A section from the pulmonary artery showed 
an area of interruption of the media by a vas- 
cular scar. Such a lesion in the aorta we should 
diagnose with little hesitation as luetic. We 
hardly know enough about the pulmonary artery 
to speak with much certainty. That is your 
opinion, isn’t it, Dr. Brenner? 

Dr. Oscar BRENNER: I think so. 


Dr. CuurRCHILL: Obviously it is absolutely 
impossible to assign any one factor here as the 
cause of this patient’s condition. However, I 
want to call attention to the adhesions in the 
right chest involving the right side of the heart. 
At autopsy there was a direct line of scar tissue 
between the right auricle and the lateral thoracie 
wall. I feel sure that a great many of the path- 
ologie findings can be directly attributed to this 
type of adhesive pericarditis. There is one type 
at least of polyserositis, so-called, which is not 
due to ‘‘rheumatic’’ infection of the serous mem- 
branes. In Pick’s disease the changes in the 
liver and spleen are entirely secondary to the 
mediastinal or pericardial adhesions, with re- 
sulting passive congestion. We ordinarily think 
of Pick’s syndrome as originating from a com- 
pletely encased heart, but as time goes on we are 
accumulating evidence about the effect of local- 
ized pericardial adhesions. This heart as I re- 


member showed localized adhesions only in the 
region of the right auriculoventricular group. 














Volume 205 
Number 26 


CABOT CASE RECORDS 


1257 





Dr. Lorp: Were Aschoff bodies found in any 
of the lesions? 

Dr. Matiory: No. All the lesions we found 
in the blood vessels I should say were consistent 
with a combination of ordinary arteriosclerosis 
and lues. On the other hand the possibility of 
some other type of endarteritis cannot be ruled 
out. 

Dr. Hampton: Are we to assume his lung 
was collapsed by fluid and retained in position 
by thickened pleura? How are we to explain 
that collapsed lung? 

Dr. Mauiory: I do not know. He had enough 
fluid there perhaps to cause it. 

Dr. Hampton: But the heart all the time 
except at the first admission was over towards 
that side definitely. 

Dr. Mauutory: Thrombosis of the artery may 
have played a role in the end. 





CASE 17522 


EPIGASTRIC PAIN FOR TWO YEARS IN 
A MAN OF SIXTY-TWO 


MeEpDICAL AND SurRGICAL DEPARTMENTS 


PRESENTATION OF CASE 


Dr. ALFRED O. Lupwia*: First admission. 
This patient was a sixty year old single painter 
who entered the hospital for the first time with 
epigastric pain as the chief complaint. 

He was seen in the Outpatient Department 
twenty-four years before he entered the wards 
with discharging sinuses of the neck and left 
axilla diagnosed as tuberculosis of the glands, 
and again fourteen years before entry with a 
discharging sinus of the left arm. 

The present illness at the first entry was 
epigastric pain for two years, usually coming 
on one half to three quarters of an hour after 
meals, burning in character and definitely re- 
lieved by food and soda. He had had periods 
when he was symptom free. For about a year 
before entry he had been passing blood in stools. 
He thought he had had black stools on several oc- 
easions. Three weeks before entry the pain be- 
came much more severe and frequent. It wak- 
ened him at night. The relief by soda was less 
marked than before. One week before entry 
he began to vomit yellow material. 

The past history except for the Outpatient 
entry is of no significance. 

Physical examination showed a moderately 
well developed, poorly nourished old man. The 
right pupil was slightly irregular. The teeth 
were carious. There were numerous deép con- 
tracted scars over the skin of the upper chest, 
back and front, and in the neck and both supra- 
elavicular regions. The lungs showed some in- 
creased dullness at both apices. On admission 


*Junior interne on the East Medical service. 





the abdomen showed exquisite tenderness in the 
midepigastric region. 

He was admitted on the Surgical service first 
with a question of penetrating duodenal ulcer. 
He spent a week in the ward on a first stage 
gastric régime but without powders, with no im- 
provement. X-ray showed a pyloric ulcer. A 
barium enema and an x-ray examination of the 
chest were negative. After being in the Sur- 
gical ward for a week he was transferred to the 
Medical service. After about a week of strict 
régime with powders he improved somewhat and 
finally became symptom free. Finally, about 
three weeks after entry, he was discharged with- 
out symptoms with a diagnosis of pyloric ulcer. 

History of interval. He went home and did 
not keep to his diet. He ate lamb, chewed to- . 
baeeo very assiduously and had pain and vom- 
ited several times. He had no bloody or tarry 
stools. There was a constant dull ache in the 
midepigastrium. He was seen in the Gastro-In- 
testinal Clinie by Dr. Chester Jones, who felt 
that he should have surgery done because of the 
persistence of the pain. 

Second admission. He reéntered on the Medi- 
eal service five days after his discharge. 

Another x-ray did not show the fleck at the 
pyloric valve which had been demonstrated be- 
fore. He was put on a strict Sippy régime and 
transferred to the Surgical service after two 
days in the Medical ward. 

A posterior gastro-enterostomy was done. No 
satisfactory evidence of ulcer was found. The 
posterior wall of the stomach was adherent to 
the pancreas. 

The next day it was noted that the patient 
was in excellent condition in the morning. Sud- 
denly at 12:30 the blood pressure for no appar- 
ent reason fell to 65 systolic. The pulse was 
140. He looked well and felt well. There was 
no discomfort in the heart, lungs or abdomen. 
The blood pressure was unchanged by shock po- 
sition. A Medical consultant suggested caffein 
sodium benzoate 30 grams, which sent the blood 
pressure to 80. <A second dose sent it to 100, 
where it stayed. The white blood cell count, 
red cell count and hemoglobin were normal at 
that time. The lungs, abdomen and _ heart 
showed nothing on physical examination. The 
surgeons felt that it was a case of circulatory 
collapse. 

On the following day Dr. Jones noted, ‘‘This 
patient has signs of a partial collapse of the 
left lower lobe. This would explain his chart.’’ 
Dr. Jones felt that there was no evidence of 
peritonitis, although he could hear no peristal- 
sis. The temperature and pulse shot up on the 
first day after operation. The patient was given 
a constant intravenous infusion, but in spite of 
that continued to sink very rapidly. His hands 
and.arms became markedly edematous, so the 
constant intravenous was stopped after one day. 
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The chest showed rales. Atropine helped a lit- 
tle. On the fourth day after operation in spite 
of supportive medication he went downhill and 
died. 





CLINICAL Discussion 


Dr. Cuester M. Jones: When we took this 
patient over from the Surgical service the first 
time the question was whether we could avoid 
operation in a man who was obviously not too 
wood a risk. After a week’s failure of medical 
treatment he was put back on a full Sippy 
régime and was absolutely symptom free for < 
reasonable length of time before discharge. I 
saw him in the Gastro-Intestinal Clinie four 
days later. He had not been following the 
régime; in fact it was almost impossible to do 
so beeause his home had been broken up and 
he had been eating wherever he could. He had 
no place to go. He wanted to go to Tewksbury 
for care. We felt that because home medical 
treatment had failed it would be better to op- 
erate on him and give him a chance to become 
symptom free and to go back to work. We 
thought it would be wiser for him to wait a mat- 
ter of a few days on the Medical side. 

I was interested in the fact that the second 
x-ray did not show the fleck at the pylorus seen 
previously, which not only suggested ulcer but 
seemed in the region of the pylorus. Because 
of the difficulty in telling on which side of the 
pyloric valve the lesion was, we felt that quite 
possibly there might be carcinoma. 

Two days after operation he had what ap- 
parently was typical collapse so far as the chart 
and the signs were concerned, but subsequently 
he certainly had bronchopneumonia. 

Dr. Leann 8. McKirrrick: I saw him when 
he came to the Emergency Ward. He presented 
an interesting picture at that time because of 
certain discrepancies between the physical find- 
ings and the admission diagnosis of perforated 
ulcer. 

On superficial examination he had what was 
apparently a rigid, tender abdomen. Dr. 
Adams, who saw him with me, thought that 
there was something a little queer about it be- 
cause of the absence of tenderness in the flanks. 
It was then noted that whenever one of us talked 
to the patient his abdomen relaxed and all of the 
tenderness disappeared except at one small lo- 
calized area in the region of the duodenum. 
Because of this the diagnosis was changed from 
perforated ulcer to penetrating ulcer, and he 
was admitted to the hospital for further study. 

X-rays taken a few days later suggested neo- 
plasm. It was decided to follow his response 


on hospital dietary treatment before deciding 
for or against surgery. 

The report that was read here states that no 
definite evidence of ulcer was found at opera- 





tion. That is not quite the proper interpreta- 
tion of the findings. He did have evidence of 
a duodenal uleer. He did not have the usual 
acute inflammatory reaction that is apt to sur- 
round a posterior wall perforating ulcer. 

From a postoperative point of view again 
the argument is interesting. They called me 
up and told me about the sudden collapse he 
had had, the blood pressure having fallen to 60 
millimeters or below, with widespread ab- 
dominal tenderness, the same sort of condition 
he had when he came into the Emergency Ward, 
but again with no tenderness in either of the 
flanks such as we are bound to get if we have 
widespread peritonitis. ‘ That was approximate- 
ly forty-eight hours after operation. The most 
probable surgical complication which would give 
him such widespread tenderness and complete 
collapse would be an acute perforation with 
flooding of the abdomen with a quantity of in- 
fected material. It was again very obvious 
from the absence of tenderness in either gutter 
that he did not have that particular complica- 
tion. We all felt reasonably assured that what- 
ever complication it was, it was not perforation. 

The next condition which we considered was 
massive hemorrhage either from the ulcer or the 
suture line. Coming as it did forty-eight hours 
after operation, secondary hemorrhage from the 
line of suture seemed very unlikely. The very 
sudden collapse, the absence of vomiting of 
blood and of the pallor and restlessness that ae- 
company hemorrhage made us fairly certain 
that bleeding from the uleer might be excluded. 
It was my feeling that he most probably had 
had a pulmonary embolus, even though the find- 
ines were not classical for this. 

Dr. Donaup 8. Kine: This case was dis- 
couraging in regard to what we are trying to 
do for the prevention of postoperative pneu- 
monia. He came back with his chest so full 
of mucus that we had an eye on him from the 
first. He had adequate carbon dioxide treat- 
ment. We are trying now to give it for longer 
periods and more frequently. He had alto- 
gether twenty-one treatments in the three days 
and a half that he lived, so he certainly got 
enough carbon dioxide. In spite of that he 
went on to develop pneumonia rather than col- 
lapse. The day of death there were signs of 
hidden consolidation on the right side and some 
signs also of frank consolidation on the left. 
It was the type of operation of which we have 
always been suspicious in these postoperative 
eases. Here was a man of sixty who had a gas- 
trie condition. We are still running 40 per 
cent of postoperative pulmonary complications 
in this group. He was in better shape than 
most men. The ulcer had not perforated and 
so on. So it did not seem as though he ought 
to have died of a lung complication. What 
happened at the time of acute collapse I do 














Volume 205 
‘Number 26 


CABOT CASE RECORDS 


1259 





not know. I wonder if that could account for 
the death rather than uncomplicated pneu- 
monia. 

Dr. Cuester M. Jones: That collapse oe- 
curred before the signs of pneumonia developed. 

Dr. Kina: There may have been an embolic 
basis for the lung complication. 

Dr. GrorcE W. Houtmes: Were there any 
x-rays of the chest? 

Dr. Kina: Yes, there were. 

Dr. FrepericK T. Lorp: What were the signs 
over the collapsed area? 

Dr. Kine: I saw him first on the day after 
operation. At that time he had dullness and 
diminished breathing at the right base, but not 
marked, not more than we get with most of 
these cases, because the right diaphragm goes 
up apparently in most abdominal surgery. There 
was also an area of bronchial breathing and 
rales at the left base at that time. I did not 
see him again until two days later. At that 
time he showed dullness, bronchial breathing 
and rales. I could not get spoken voice and 
tactile fremitus. 

Dr. HoLMEs: 
sixth. 

Dr. Kine: That was the day when the signs 
were of frank consolidation. 


The x-rays were taken on the 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Uleer of the stomach. 
Lobar pneumonia. 


ANATOMIC DIAGNOSES 
1. Primary disease. 
Perforating ulcer of the duodenum. 
2. Secondary or terminal lesions. 


Diverticulum of the duodenum. 
Pneumonia. 


PaTHOLOGIc Discussion 


Dr. Tracy B. Mauuory: There are a number 
of interesting things in this case and there are 
a number of questions which I am afraid are 
going to remain permanently unsettled. 

He did have pneumonia, most marked in the 





left lower lobe, although he had slight broncho- 
pneumonia on the right side also. The duo- 
denum showed two lesions, both just beyond the 
pylorus. One was a frank perforating ulcer 
which had gone through to the serosa at the time 
of autopsy, but had not actually perforated. The 
wall was so thin that when we first touched it 


our fingers went through it, but we were sure 


there was no perforation before our manipula- 
tion. Just as close to the pyloric ring and di- 
rectly opposite, on the posterior wall of the duo- 
denum, was a fairly large diverticulum one cen- 
timeter in diameter with a perfectly normal 
mucous membrane lining it. So it is an inter- 
esting possibility that the diverticulum may 
have been causing symptoms as weil as or 
instead of the ulcer. It would account for the 
confusing x-ray signs. 

Dr. Houmes: As I remember it, that diver- 
ticulum did not disappear. I remember we had 
that case up for discussion at one of our X-ray 
Department conferences. We thought that pos- 
sibly the diverticulum was due to sear formation 
from a healed ulcer, or that perhaps it was an 
anatomic variation. 

Dr. Mautory: The appearance of the diver- 
ticulum at autopsy was distinctly that of a true 
diverticulum, not the result of a penetrating 
uleer. 

Dr. Jones: I do not believe his symptoms 
were due to the diverticulum, certainly not when 
he came in the first time. Dr. McKittrick said 
that the first time he saw him he was very ten- 
der. When I saw him in the Outpatient Depart- 
ment four days after he left the hospital he was 
perfectly comfortable, though his belly was very 
tender; even if we diverted his attention he still 
had some tenderness. It felt like an acute belly. 
I was in great fear that it was going to per- 
forate. I do not believe you can get that sort of 
history with a diverticulum of the duodenum 
unless there is true diverticulitis, and that is a 
very rare thing. 

Dr. Maututory: Yes. There is one other bare- 
ly possible factor in the case. As I remember it 
he was a house painter, so the possibility of lead 
contact has to be considered. 

Dr. Jones: He realized that danger, and al- 
ways had taken good care of himself. 
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INFECTIOUS MONONUCLEOSIS AND 
LYMPHOCYTIC MENINGITIS 


Two syndromes have been described in the 
last twenty years which may, possibly, be linked 
together as different manifestations of the same 
disease process. Acute infectious mononucleo- 
sis, originally noted in 1907 by Tiirk but more 
clearly described by Longeope in 1922’, is a dis- 
ease characterized by an absolute and relative 
increase in lymphocytes of the blood, occurring 
sporadically in young adults, accompanied by an 
acute throat infection and enlargement of the 
lymph glands and spleen. The course is usually 
benign, all adult cases reported having recov- 
ered. The disease is similar to, if not identical 
with, glandular fever, which is occasionally seen 
in epidemic form, particularly in children. The 
striking manifestation in the blood is the leuco- 
cytosis of about 14,000 per cu. mm. with the 
lymphoid eells comprising 40-75% of the total 
white blood cells, many of them being immature 
pathologic forms. The patient usually shows 


no definite nervous symptoms, and spinal fluid 





examinations have not been reported in the fair- 
ly extensive literature. 


Another clinical picture is that shown by a 
mild meningeal reaction, in which the cerebro- 
spinal fluid shows a marked lymphocytic pleo- 
eytosis without polymorphonuclear cells. The 
cells may reach 500 or more per cu. mm. The 
disease, characterized by an acute onset, with 
headache and vomiting and moderate fever, ap- 
parently is self-limited and lasts for three to 
six weeks. A small series of cases, possibly epi- 
demic in character, was described by Viets in 
19297. 

In this issue of the Journal there appears a 
case report of a patient showing not only acute 
infectious mononucleosis but also meningeal irri- 
tation, with a pure lymphocytic formula in the 
spinal fiuid. The relation between these two 
diseases has not previously been pointed out and 
the paper by Epstein and Dameshek would ap- 
pear to correlate the two types of disease, or, at 
least, to show that patients with infectious 
mononucleosis may have cerebrospinal manifes- 
tations with changes in their spinal fluids. 

REFERENCES 
1 Longcope, W. T.: Am. J. Med. Sci. 164:781, 1922. 


2 Viets, H. R. and Watts, J. W.: J. A. M. A. 93:1553, Nov. 16, 
1929. 





THE COUNTY HOSPITAL UNIT 


THE development of county hospital units as 
a necessary aid to public health work, according 
to Mary D. Davis of the New Hampshire Board 
of Health, writing for the United States Daily, 
must be apparent to those who have watched the 
evolution of some of its phases which had their 
beginning in the work of the voluntary and 
philanthropic agencies. Organized effort and 
education have had far-reaching effects in bring- 
ing about better health and living conditions 
and a reduction in the mortality rates of all 
ages except those under one month and over 
fifty years. The problems are increasing, not 
because there are more of them, but because 
more people are being reached, our present prob- 
lems including the high maternal, stillbirth and 
prenatal mortality rates, the number of chil- 
dren found with defects and the lack of staff 
and facilities adequately to care for these con- 
ditions and meet the new developments that are 
presented. 


The answer to these problems, the writer be- 
lieves, ‘‘is a well-equipped, modernly con- 
ducted county hospital unit, adequately and 
professionally staffed, having state or outside 
specialists as consultants, codperating with the 
state departments and supplemented by the field 
work of the public health and social service 
workers of the county and State’’. This need 
not mean a higher tax rate, for in the few coun- 
ties of New Hampshire where hospitals are main- 
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tained the taxes are no higher than in other 
sections. 

The idea is sound and logical and is in keep- 
ing with the present effort to reduce the high 
costs of medical care, at the same time provid- 
ing more adequate service for all classes of the 
population. The rural communities are no 
longer served as they once were by their own 


practitioners, and organized codperation is now. 


necessary if they are to be served at all. 





POLIOMYELITIS IN 1931 


THE Metropolitan Life Insurance Company 
has recently published figures on the poliomyeli- 
tis epidemic of 1931 as compared with that of 
1916. Our recent epidemic, although the most 
extensive and destructive since 1916, neverthe- 
less does not approach that year in numbers and 
severity. 

In 1931 the sickness rate was 21 cases regis- 
tered for each 100,000 of population. In 1916, 
the sickness rate was 53.3 per 100,000. The dis- 
ease this year was also less virulent than in 1916, 
for in the states reporting both deaths and 
cases in the two years there occurred 10.3 deaths 
per hundred eases in 1931 as compared with 
26.2 deaths per hundred eases in 1916. 

Connecticut was the state with the highest 
reported sickness rate this year; 78.9 per 
100,000 and Brooklyn again led the cities with 
a ease rate of 94.5 per 100,000. Brooklyn’s 
ease rate was 224 per 100,000 in 1916. The 
states with case rates exceeding the average 
this year were New Jersey, New York, Con- 
necticut, Massachusetts, Michigan, Minnesota, 
Rhode Island, Vermont and Wisconsin. 





THIS WEEK’S ISSUE 


ConTAINS articles by the following named 
authors: 


Cotton, Freperic J. A.B., A.M., M.D. Har- 
vard University Medical School 1894. F.A.C.S. 
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OBITUARY 
And Biographical Sketch 
DR. GEORGE STRONG DERBY, 1874-1931 


Arter a brief illness, George Derby in his vig- 
orous prime and at the height of his career 
died of pneumonia at the Massachusetts Gen- 
eral Hospital on the afternoon of Saturday, 
December 12th—a grievous blow no less to his 
friends and patients, than to his School and to 
the profession at large which held so many of 
his devoted pupils. 

There was every reason to expect that, like 
his father, Hasket Derby, before him, he would 
have looked forward to a much longer span of 
life, for they had followed much the same path. 
Both were graduates of the Harvard Medical 
School; both house officers in the Massachusetts 
General Hospital; both had studied abroad un- 
der the leading ophthalmologists of their day— 
the father under v. Graefe, Bowman and Don- 
ders, and the son under Fuchs in Vienna, Snell- 
ing in Utrecht, Axenfeld in Freiburg, and later 
at Moorfields in London. They both in turn vol- 
unteered to serve, as their forebears had done, 
in the war that beset their particular genera- 
tion; they both, needless to say, were eminent 
in their special field of work, holding positions 
of leadership in the Massachusetts Charitable 
Eye and Ear Infirmary and covering their 
specialty in the Harvard School. Each of them 
was in turn honoured by receiving an honorary 
membership in the Deutsche Ophthalmologische 
Gesellschaft. Indeed, with altered dates and 
some minor changes, the brief biographical 
sketch of the father, written by the son for 
Kelly and Burrage’s ‘‘ American Medical Biog- 
raphies’’, might equally well stand as the rec- 
ord of his own shorter life. 


A certain Roger Derby in 1671 migrated to 
this country from Devonshire, England, and 
after first settling in Ipswich, moved in course 
of time, after the death of his first wife, to 
Salem. There, to be stepmother for his eight 
children, he married the widow, Elizabeth Has- 
ket, whose youngest sister complicated matters 
from a genealogical standpoint by becoming, 
ere long, sister Elizabeth’s stepdaughter-in-law. 
But this is less important than the fact that the 
male descendants of Roger Derby, as sailing mas- 
ters, navigators, and merchants, showed such 
energy in expanding the maritime trade into 
something beyond the mere coastwise exchange 
of Northern fish for Southern molasses and rum, 
that Salem soon became the leading port in the 
Colonies and all New England shared in her 
prosperity. How Britain’s unwise Navigation 
Acts threatened to curb this mercantile activ- 
ity, and what this source of irritation had to do 
with the growing estrangement from the Mother 





Country felt in these parts, is a story that needs 
no retelling here. 

Richard, the son of Roger, with other Salem 
skippers, acted as one of the pilots in the Port 
Royal Expedition. The next Richard, his son, 
we find at the age of twenty-four, chief officer 
of a sloop outbound for Cadiz; and in course 
of time this second Richard’s son, John, in.a 
speedy schooner, the Quero, carried the first 
news to England of a certain affair at Concord 
and Lexington, which permitted the publica- 
tion there, before the Royalists’ account of the 
episode arrived, of an appeal to Great Britain, 
signed by Dr. Joseph Warren, President pro 
tem. of the Provincial Congress. 

In the trying years that followed, the Derbys 
sent out from Salem a goodly proportion of the 
hundred and fifty or more armed privateers 
that played such a picturesque and hazardous 
role in the War for Independence; and the first 
news of the Treaty of Paris was brought home 
in 1783 in one of Richard Derby’s speedy ships. 
This happened not long before his death at 
which time his son, Elias Hasket, took the helm 
of the great business and further enlarged its 
scope by reaching out for the China trade, one 
of the most famous of his boats having been the 
renowned clipper, Grand Turk. 

This first Elias Hasket was followed by two 
more of the same name before we come to Dr. 
Hasket Derby, whose brother Richard, also a 
distinguished ophthalmologist, set up practice 
in New York City. Through what influence 
the medical tradition came at this time to be 
injected into this hereditarily mercantile fam- 
ily is not clear, though the fact that the second 
Richard Derby had married the widow of Dr. 
Ezekiel Hersey of Hingham may have had some- 
thing to do with it; for it was she who not only 
founded the Derby Academy in Hingham but 
lived to carry out the wishes of her first hus- 
band in establishing the two Hersey Professor- 
ships (that of Anatomy and Surgery and that 
of the Theory and Practice of Physic) in the 
Harvard School. 


We can see from all this what was in George 
Derby’s blood and ean easily understand his af- 
fection for all that had to do with waterman- 
ship and the sea. His father was one of the first 
to appreciate the attractions of Mount Desert 
as a summer place of residence, and there much 
of the children’s vacation-time was passed on 
and in the water; and later on, after George’s 
marriage to General Marshall Brown’s daughter, 
his summer vacations came similarly to be 
passed at her ancestral home on Casco Bay near 
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Portland. His first tiny boyhood sloop natural- 
ly enough was christened the Quero, and his 
last boat—a fine schooner in which he and his 


wife, who shared his love for the sea, had 


planned for many a voyage—was no less nat- 
urally named the Grand Turk. 


After his preparatory years at Noble’s School, 
he entered Harvard graduating in the class of 
1896; and it must have been a proud day for 
him when after three years of rowing on his 
class crew he finally won a seat in the Univer- 
sity boat. Possessed of a superb physique, he 
subsequently kept up an active interest in oars- 
manship; for years he regularly had a seat in 
the erew of the Union Boat Club and in 1914, 
when President of this Club, he raised the 
money to take abroad the crew which won the 
Henley regatta that year. And when for the 
last time he made one of the ‘‘gentlemen’s 
eight’’ during race week at New London, he is 
said to have been ten years older than anyone 
else in the shell. 


He participated also in other sports, was an 
excellent tennis player, as good a golfer as a 
doctor should allow himself to be, and was long 
a devotee of the less time-consuming, but more 
strenuous game of court tennis, in which he so 
excelled, partly due to his left-handed ‘‘cannon- 
ball service’’, he was the runner-up in the 
national tournament a few years ago. Thus, 
winter and summer, by hard and regular exer- 
cise in which he took delight, he kept himself 
throughout life in perfect physical trim. Beat- 
ing his competitor was not what he sought from 
sport but the glow of health it brought him. 


When early in 1916 the Harvard Medical 
School Unit, subsequently known as Base Hos- 
pital No. 5, came to be organized, Dr. Derby 
was one of the first officers to volunteer; and 
when a year later the Unit was sent overseas 
to serve with the British Expeditionary Force, 
he proved himself an invaluable member of the 
command. In the autumn of 1917, he served 
at one of the casualty clearing stations during 
the Passchendaele battles and subsequently came 
to be actively connected with the large ophthal- 
mological hospital at Wimereux near Boulogne 
which was under the direction of his long-time 
friend, Colonel Sir William Lister, the nephew 
of Joseph. This experience peculiarly fitted 
him for duty with the American Army by 
which he was called in July of 1918 to become 
the Assistant Consultant in Ophthalmology with 
headquarters at Neufchateau in the Vosges. Of 
his war-time experiences he has given a straight- 
forward account in his college class-book for 
1921 which however contains no hint of the 
pangs of homesickness which often beset him in 
those two years of separation from his family, 
for he was essentially a home-loving person. 

. He was a man, as can be seen, who was respon- 
sive to the call of service, and it was natural 





that positions of responsibility should be thrust 
upon him unsought. He was made president of 
his class in the Medical School, and held its 
members closely knit by bringing them together 
for a meeting and dinner every spring. On the 
solicitation of Dr. Rotch he long acted as Presi- 
dent of the Board of the Infants’ Hospital. For 
a period of some ten years he was Secretary of 
the Ophthalmological section of the American 
Medical Association, finally becoming its Chair- 
man. He for long volunteered to fill the posi- 
tion of ophthalmologist to the Carney Hospital 
and to conduct the clinie his father had estab- 
lished there. For many years he served on the 
Board of Control of the National Society for 
the Prevention of Blindness. He was one-time 
President of the American Ophthalmological So- 
ciety, the highest honour for those in his special 
field of work; and at the time of his death he 
was Chairman of the Suffolk District Medical 
Society, a position which entailed no little re- 
sponsibility and sacrifice of time. 


He was a highly skillful and successful ophthal- 
mie surgeon and loved his branch of the profes- 
sion, but in his professional life he perhaps ac- 
complished more through his native ability as a 
wise administrator than as teacher or investiga- 
tor. Nevertheless, he put through some excellent 
pieces of research work and was at the same time 
a most conscientious teacher of his specialty dur- 
ing the twenty-eight years he served on the staff 
of the Infirmary. Indeed, his was always one 
of the most popular courses in the undergrad- 
uate curriculum. 

What was possibly his most important con- 
tribution to ophthalmology came from his studies 
of interstitial keratitis; and in connection with 
the Social Service Department he organized an 
effective system for the follow-up treatment of 
these difficult eases. It was for this work, I be- 
lieve, that he was awarded the much prized 
Knapp medal, which is at the disposal of the 


ophthalmological section of the A. M. A. More. 


recently he was engaged in a painstaking study 
of the threshhold of light pereeption—a mat- 
ter of importance especially in the early recog- 
nition of the diagnosis of glaucoma on which 
subject he was an authority. 

But George Derby’s native modesty was such 
and his reticence about himself so great that 
there is little to record of the many researches 
in which he from time to time may have en- 
gaged. His practice was very large and en- 
erossing and much of it was given over—as in- 
variably happens with doctors whom people ad- 
mire and trust—to the unremunerative care of 


the families of his professional brethren. After 


his appointment in 1923 to the Williams Pro- 
fessorship of Ophthalmology in the Harvard 
School—a post he might have had many years 
earlier for the asking—he with others set about 
to reorganize the ophthalmological work at the 
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Infirmary and succeeded in arranging for a con- 
tinuous service of those in attendance there. 
And in Jater years he had much to do with the 
proper disposition and utilization of the fund 
for research in ophthalmology which grew out 
of the original gift to the School made by Dr. 
Lucien Howe of Buffalo. Dr. Derby having re- 
fused the directorship of this fund became the 
natural choice of everyone as Chairman of the 
committee and devoted himself to the building 
up of an ideal departmental library, in this way 
fulfilling what had long been one of his pet am- 
bitions. 

Thus George Derby moved through his all too 
short life respected by all and beloved by those 
who, like his patients, were permitted to come 
into close touch with him. He had a strong 
spirit of service, great sympathy, innate mod- 
esty, and a rare sweetness of nature which Jed 
him instinctively to push the other man into the 
more prominent place. His motto, chosen in 
childhood, had been ‘‘ Moderation in all things.’’ 
Beneath his seemingly phlegmatic exterior there 
burned a highly emotional nature which he kept 
under such perfect control that it was unappar- 
ent. Few realized that his life was one of con- 
stant self-restraint; and it would appear, in- 
deed, that his almost daily bouts of exercise 
were used by him as a sort of safety valve; for, 
win or lose, a vigorous contest calmed him. 

In this brief and inadequate sketch overmuch 
has possibly been said of the Derby traits so ap- 
parent in his make-up, and not enough of traits 
equally distinctive inherited in all probability 
from the Masons on his mother’s side with its 
line of distinguished lawyers and clergymen. 
His strongly religious undercurrent of mind and 
the fact that for many years he had served on 
the Dean’s Council at St. Paul’s Cathedral was 
scarcely known even to his intimates. He was a 
Grecian in his love of health, of bodily fitness, 
and of the outdoors; but at the same time he 
never lost sight of the goodness of the Lord in 
the land of the living. 


_ 
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MISCELLANY 


A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC ED- 
UCATION OF THE MASSACHUSETTS MEDICAL 
SOCIETY FOR THE DEPARTMENT OF PUBLIC 
HEALTH 


OVERWEIGHT—CAUSE AND PREVENTION* 








One eats and drinks at least six pounds of food 
and water daily. Of this four and a half pounds will 
be water and waste, and in the case of a healthy 
person does not affect his body weight. The pound 
and a half of food eaten daily obviously is not 
stored, otherwise one would gain forty-five pounds 
of weight each month, The pound and a half of 


*Broadcast December 3, 1931, Station WBZA, 4:50 P. M., 
Hotel Bradford, 





food is of value to the body in proportion to the 
number of calories it contains because it must be 
converted into energy either directly to pay for work 
done or indirectly to replace body tissue consumed 
in work. In terms of energy if one eats more than 
one needs, body weight will increase. If one eats 
less than one needs, body weight will decrease. 


With most people despite variations in the value 
of food taken from day to day, there is a balance 
between the energy intake in the form of food and 
energy output in the form of heat and work so that 
from month to month or year to year there is no 
change in body weight. The variations in body 
weight due to storage or loss of water may be sud- 
den, are always temporary, and would have no place 
in this talk but for the fact that there are many 
so-called reduction methods which depend solely 
upon a temporary loss in body weight due to a loss 
from body tissues of water in the form of sweat, 
urine, water vapor, etc. These methods are of 
great value to the jockey and the prize fighter who 
wish to lose weight temporarily to bring them- 
selves within certain weight iimits. Sudden losses 
of weight are likely to do a fat person more harm 
than good. Furthermore anyone who loses weight 
rapidly is likely not only to regain the weight lost 
but to reach a new high level of weight. 

When a doctor sees a patient who has gained 
weight at a rate faster than fifty pounds in a year 
he is quite surprised. Most people put on weight 
at a much slower rate. This you will appreciate if 
you think of the girl whose marriage weight is one 
hundred pounds at the age of eighteen and who is 
very tat at the age of fifty, weighing one hundred 
and eighty pounds, the weight having come on so 
gradually that she can not tell the rate at which it 
was put on. Consider that this means a gain of 
only two and a half pounds a year. This means 
that there was an excess of food intake over body 
needs of only the equivalent of one-half level tea- 
spoonful of butter a day, because half a level tea- 
spoonful of butter a day means three pounds of but- 
ter a year. Anyone who eats three pounds of butter 
a year more than they need will gain two and a 
half pounds of fat. If you prefer to consider it in 
the terms of sugar: one full-sized lump of sugar 
per day more than one needs will cause a gain of 
two and a half pounds a year or eighty pounds be- 
tween the age of eighteen and fifty years. With 
this arithmetic in front of you it is very easy to 
realize the correctness of the claim of Dr. New- 
burgh of Ann Arbor that excess fat always means 
excessive food intake. 

It has been pointed out many times that it is im- 
practical to attempt to lose weight by increasing 
work without being careful as to one’s diet. In 
fact most people will gain weight after exercise be- 
cause it gives them a larger appetite. In order to 
lose an extra ten pounds in weight one does not 
need to cut down one’s diet very greatly below 
the daily need, and this is rarely a difficult prob- 
lem. On the other hand, to lose fifty or seventy- 
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five pounds in weight requires heroic giving up of 
food for a period of months, if not years. Rarely 
is it wise to lose weight at a rate faster than a 
pound a week or fifty pounds a year. Because of 
variations in the water content of the body, varia- 
tions in weight from day to day mean little, and 
one should watch one’s weight by the month rather 
than by the day. 

The average American and every fat American 
eats daily four ounces of fat and four ounces of 
sugar. The energy value of fat is the same on the 
plate as on the body. Sugar has half the energy 
value of fat. Obviously then, if one were to omit 
all of the sugar and all of the fat taken daily with- 
out otherwise changing the diet one would lose six 
ounces of fat a day, but to lose a pound a week or fif- 
ty pounds a year requires a loss of only half of this 
amount or three ounces of fat a day. Therefore, 
whoever conscientiously, over a long period of 
time, cuts in half the amount of fat and sugar which 
he takes daily will lose weight at the rate of a 
pound a week. This is easy to do if the following 
simple rules are observed: 

(1) Add no sugar to any food or drink after it 

reaches the table. 

(2) Avoid the use of visible fat. This means 
add no cream to coffee, no butter to bread 
or potato in the kitchen or at the table. 
Eat no fried food or gravy, and leave on 
your plate whatever fat is served with 
meat. Use only salt, pepper or vinegar for 
salad dressing. 

(3) Avoid nuts and candy whether at or be- 
tween meals. 

(4) Avoid all made desserts including ice 
cream, pastry, puddings, cake, preserved 
fruits, and the like. 

(5) Eat freely of fresh fruit, vegetables, lean 
meat, fish or chicken, bread, baked or 
boiled potato, cereals, and milk (not 
cream). 

(6) Eat three meals every day, and if hungry 
or faint between meals, eat a very small 
amount, e.g., one and only one of the fol- 
lowing articles: A plain cracker without 
butter, an orange, half a glass of ginger 
ale, half a banana, a glass of milk from 
a well-shaken bottle. 

(7) Be sure to weigh yourself on the same 
scales and clothed in the same manner or 
better still without clothes at the same 
time of day once a month and once only. 

(8) Know that if you have failed to lose weight 
you have failed to follow the above rules 
throughout every day of the month. 

These remarks may seem to you to be directed 
more toward the treatment than the prevention of 
overweight but without some knowledge of the 
facts given you this evening, it would be difficult 
for you to understand the need, if one would like 
to avoid overweight, of limiting constantly, accord- 
ing to one’s actual needs, the amount of food con- 
sumed daily. 





Who should want to avoid gaining weight? Ev- 
eryone who is thirty-five years old and has attained 
the average weight for his height and age. Even 
the younger people, if they are more than thirty 
pounds over the average weight, should take care to 
prevent further gains in weight. Anyone who is 
even five pounds overweight will do well to observe 
the rules laid down for the fatter people until he has 
reduced his weight to the desired level and from 
that time on be careful not to eat more than he 
needs at any time. 

Bear in mind the fact that an extra pat of butter 
at each meal will result in a gain of twenty-five 
pounds in a year, 

We know that after reaching the age of thirty- 
five, the more one is overweight, the shorter is the 
time one may expect to live. It has been repeatedly 
pointed out that there would be very few cases of 
diabetes but for a preceding overweight, Similarly 
high blood pressure and hardening of the arteries of 
the kidneys and the heart occur most often in those 
who are or have been fat. Troubles with the feet, 
knees, and back are rare in those who have not 
been fat. The mortality of acute illness is much 
greater in persons who are overweight than in those 
of normal weight. 


<i 
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CORRESPONDENCE 








A SUGGESTION RESPECTING RURAL PRACTICE 


To the Editor of the New England Journal of Medi- 
cine, 

Dr. Stearns, Dean of the Tufts College Medical 
School, in a communication to this Journal on No- 
vember 12 last, suggested a plan for the “better dis- 
tribution of doctors’, one of the main features of 
which is placing undergraduates in hospitals outside 
of the metropolitan district as junior assistants, 
“This frequently leads,” he says, “to internship in 
the same hospitals, and later to entering practice 
in the environment of the hospital.” 

Dr. Stearns goes on to say, “It is not main- 
tained that this is the best possible way to teach 
medicine, but it is believed that it will prove an aid 
to communities outside of the metropolis.” And in 
conclusion Dr. Stearns says, “It seems proper to 
make some sacrifice in scholarship and to add to 
the ideal of the perfect doctor another, namely, the 
best possible medical service for communities now 
obliged to accept those with no adequate standard,” 

One would suppose that the ‘“‘best possible medical 
service” could only be rendered by one who had 
been taught medicine in the “best possible way,” 
which Dr. Stearns admits is not the case in his 
plan. So far as getting into practice in the environ- 
ment of a hospital outside of the metropolis is con- 
cerned, I do not believe there is, or will be, any 
difficulty in obtaining the best taught and trained 
physicians. Such localities, from the very fact that 
they have a hospital, must be of considerable size 
and importance and offer the facilities of a hospital. 
Such communities, therefore, would not come under 
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the head of those “now obliged to accept those 
(physicians) with no adequate standard”. 


Dr. Stearns makes no suggestion as to how ade- 
quate medical service shall be obtained by the real 
country town or small village. If he thinks that 
graduates from a first-class medical school, trained 
in the modern methods of diagnosis, will to any ex- 
tent become real country practitioners, I believe he 
is doomed to disappointment. There is ample evi- 
dence that the country doctor as such is “passing”, 
and even the country doctor himself admits it. The 
problem then still remains as to how the best medi- 
cal service can be offered to all, in city or country, 
to rich and poor alike, and particularly to the dwell- 
er in the country. What is to take the place of the 
passing “country doctor’? Unless the profession 
speedily works out some plan, the State is likely to 
step in and assume the responsibility. Indeed, when 
one considers all the various activities of the 
Massachusetts Department of Public Health with its 
clinics and hospitals, it would seem that this Com- 
monwealth was already on the road toward state 
medicine. 

One way of solving the problem of giving the 
“best medical service” to outlying communities is 
the establishment of medical centers, with a well- 
equipped hospital and a lying-in department. From 
such centers, an area of a radius of 10 to 15 miles 
could easily be served, with the present good roads 
and the automobile. At such centers, physicians 
thoroughly trained in the “best possible way” would, 
I believe, locate, and thus the country in this area 
would be able to obtain the “best modern medicai 
service’. The true method, it seems to me, is first 
to have physicians trained by the “best possible” 
medical teaching, and secondly to devise a plan 
whereby this quality of medical service can be sup- 
plied to all, rich and poor alike, wherever they may 
be. Any letting down in the best medical teaching, 
for the purpose of a “better distribution of doctors”, 
seems to me to be a questionable expedient. 

Epwarp O. OTIs. 





A SURGICAL PROCEDURE FOR THE RELIEF OF 
URETHRAL CARUNCLES 


December 16, 1931. 
Editor, The New England Journal of Medicine, 

I was very much interested in a paper by Dr. 
Clyde L. Deming in the September third number of 
The New England Journal of Medicine, entitled, “A 
New Surgical Procedure for the Treatment of Re- 
sistant Urethral Caruncles.” 

After trying various methods of treatment of 
urethral caruncles I developed an operation which is 
identical with that described by Dr. Deming. This 
operation was first used on September 29, 1922, the 
patient being one who had been repeatedly operated 
by quite competent surgeons, always with recurrence 
of the caruncle. The relief in this case was com- 
plete, and since that time I have used the operation 
in thirty-three additional cases. I have checked the 
results quite thoroughly, and they have been uni- 
formly good. 





My purpose in submitting this note is not to claim 
priority for the observation, but only to emphasize 
the perfect satisfaction that one may expect if he 
uses this operation. 

Very truly yours, 
CHARLES E. Howzer. 

The Holzer Hospital, Gallipolis, Ohio. 





MEDICAL BROADCASTING 


New England Journal of Medicine, 
Gentlemen: 

For a number of years I have been a subscriber 
to your publication. Comparatively speaking I do 
not believe there is any medical publication in our 
country which is of more practical value than yours. 

I have been interested for years in tuberculosis 
work and I am interested in the broadcast of your 
society on, “The Care of Pulmonary Tuberculosis.” 
Whether it may be criticism or suggestion it would 
seem to me that a broadcast should be worded more 
simply and I believe the public generally would 
grasp better the principles if simpler words and 
shorter sentences were used. I believe this is one 
of the fundamental principles of broadcasting and I 
am writing you because I feel very keenly the 
great possibilities of this type of publicity. 

I hope you will accept this communication in the 
spirit in which it was written. Understand that 
there is no criticism of the very excellent presenta- 
tion of the subject. It is simply a matter of present- 
ing it in a way which will accomplish the best re- 
sults. Very respectfully yours, 

E. N. NESBITT. 

307 Metz Bldg., Grand Rapids, Michigan. 





_— 
fone 


RECENT DEATHS 





BROWN—Dk. WILFRED GARDNER BrowN, an impor- 
tant medical man of Plymouth, died there, Decem- 
ber 12, 1931, at the age of 74. 

He was born in Leicester, August 29, 1857, and 
was a graduate of Harvard Medical School in the 
class of 1884, some of his classmates being H. C. 
Baldwin, J. T. Bowen, H. B. Howard, H. W. Kil- 
burn, O. J. Pfeiffer and Leonard Wood. In 1888, 
the year Dr. Brown joined the Massachusetts Medi- 
cal Society, as a medical expert he identified the 
bones of the Myles Standish family. He was for 
many years visiting physician to the Jordan Hospital, 
a member of the Massachusetts Association of 
Boards of Health and of the National Association for 
the Prevention and Treatment of Tuberculosis. At 
one time he was president of the Somerset Medical 
Association of Plymouth. He was a Fellow of the 
American Medical Association. In 1930 Dr. Brown 
served on the local committee of arrangements to 
plan and make successful the meeting of the Massa- 
chusetts Medical Society in Plymouth. 





JOHNSON—Dnr. Harotp Appott JOHNSON, urologist 
connected with the Lynn Hospital, died in that city, 
December 11, 1931, at the age of 58. 
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A native of Brookfield he was a graduate of Phil- 
lips Exeter Academy, and of Williams College in 
1895. He took his M.D. at Harvard Medical Schoo! 
in 1899. While still a student in the school he was 
appointed assistant surgeon U. S. N., serving in the 
Spanish-American War. Later he was a surgical 
house officer at the Massachusetts General Hospital. 
He moved to California and was assistant professor 
of surgery and surgical pathology in the University 
of California. During the World War he held a}. 
commission in the Medical Corps of the Army and 
was stationed in New York. He settled in Lynn in 
1913 and joined the Massachusetts Medical Society. 
Dr. Johnson was a member of the American Urologi- 
cal Association. 

He is survived by his widow, Edith Varney John- 
son, and by one son. 


_— 
—_ 


OBITUARY 


RESOLUTIONS ADOPTED BY THE STAFFS OF 
THE MASSACHUSETTS EYE AND EAR IN- 
FIRMARY ON THE DEATH OF DR. GEORGE S&S. 
DERBY 


The Ophthalmological and Oto-laryngological Staffs 
of the Massachusetts Eye and Ear Infirmary greatly 
lament the death of Dr. George S. Derby. 

Dr. Derby was connected with the Massachusetts 
Eye and Ear Infirmary for twenty-eight years, as 
Ophthalmic Clinical Assistant, Ophthalmic Assist- 
ant Surgeon, Ophthalmic Surgeon, and finally for the 
past seven years as Ophthalmic Chief of Service. He 
always had the welfare of the Infirmary near to 
his heart, and gave close attention to every detail 
relating to the work of the Institution. To him is 
chiefly due the present excellent organization of the 
Ophthalmic Service. His work here has received 
wide recognition. He saw to it that every patient 
was given all possible care, and he was equally 
zealous in the interests of the staff. His unsparing 
efforts in behalf of the Infirmary no doubt contribut- 
ed to his untimely death. 

Dr. Derby gained the high estimation and esteem 
of every member of the Staff. In his death the In- 
firmary, each member of its staff, and the communi- 
ty at large, have sustained an irreparable loss. 

The Ophthalmological and Oto-laryngological Staffs 
extend their deepest sympathy to Mrs. Derby and all 
members of his family. 

Voted that the Secretaries of the Staffs send a 
copy of these resolutions to Mrs. Derby. 

W. Hortsrook LOWELL, 
Secretary of the Ophthalmological Staff. 
FREDERICK L. BOGAN, 
Secretary of the Oto-laryngological Staff. 
December 17, 1931. 
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NOTICES 


REMOVAL 
E. Philip Freedman, M.D., announces the removal 








AN INCORRECT STATEMENT 


Our attention has been called to the practice of 
one Locke who is reported to have been treating 
arthritic patients resident in and about Boston. This 
man. lives ‘somewhere near Montreal and has 
achieved much notoriety with reference to his al- 
leged cures. The very unusual statement has been 
made that he has been asked to ally himself with 
a large clinic in the Middle West for the purpose of 
demonstrating and carrying on his methods of prac- 
tice. A letter to this clinic has brought the answer 
that they have no knowledge of the man and that 
“there has been no discussion with him regarding 
the demonstrating of his methods of practice at the 
Clinic”. 





AN ASSIGNMENT BY THE U. S. P. H. S. 
Surgeon M. V. Veldee. Directed to proceed from 
Washington, D. C., to Boston, Mass., and such other 
points in the State of Massachusetts, as may be nec- 
essary, in connection with field studies of scarlet 
fever. December 4, 1931. 





RADIO HEALTH MESSAGES 


Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZA. Thursdays at 5:17 P. M. 
December 

31 Mental Health 





STATE HousE BROADCAST 


Sponsored by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays at 12:30 P. M. 

The various activities of the Department are dis- 
cussed by the Directors of its nine Divisions. 





Rapio HEALTH FORUM 


Directed by the Massachusetts Department of 
Public Health. 

Courtesy WEEI. Fridays at 4:50 P. M.. 

Queries from the public are answered under the 
sponsorship of the Department. 

Questions on Health and Prevention of Disease 
may be sent to: Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 





PROGRAM 
SPECIAL SERIES OF BROADCASTS 
Sponsored by the Massachusetts Departmen: of 
Public Health. Courtesy WEEI. Mondays at 7:15 
P. M. 
WHITE House CONFERENCE ON CHILD HEALTH 
AND PROTECTION 


Round Tables 
December 
28 Round Table No. 2—How Much Care Does the 
Well Child Need? 
Conducted by Mr. Frank W. Kiernan 





of his office to 116 Main Street, Peabody. 
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1932 
January 


4 Round Table No. 3—Health in Education—Edu- 
cation in Health 
Conducted by Raymond Patterson, Ph.D. 
11 Round Table No. 4—What a Community Owes 
to Its Children 
Conducted by Lila Owen Burbank, M.D. 
18 Round Table No. 5—Unto the Least of These 
Conducted by Mr. Alfred F. Whitman 


_ 
<> 


REPORTS AND NOTICE OF 
MEETINGS 


THE THIRD ANNUAL MEETING OF THE NEW 
ENGLAND OBSTETRICAL AND GYNECOLOGI- 
CAL SOCIETY 








The third annual meeting of the New England 
Obstetrical and Gynecological Society was held in 
Boston on Wednesday, December 2, 1931. 

The meeting was largely attended by members 
from the various New England States. Operative 
clinics were held in the morning at the Free Hospi- 
tal for Women, Brookline, and at the Gynecological 
and Obstetrical Clinics of the Boston City Hospital. 
A buffet luncheon was served at noon at the Uni- 
versity Club. 

Afternoon clinics were held by the Gynecological 
Service of the Carney Hospital and at the Boston 
Lying-In Hospital. 

The officers elected for the coming year were as 
follows: 

Edward S. Brackett, President, Providence, R. I. 

William P. Graves, Vice-President, Boston, Mass. 

Joseph O’Connor, Secretary, Worcester, Mass. 

James R. Miller, Treasurer, Hartford, Conn. 

Frederick J. Lynch, Recorder, Boston, Mass. 

Thomas Almy, Chairman Board of Governors, Fall 
River, Mass. 

Frank A. Pemberton, Chairman Executive Com- 
mittee, Boston, Mass. 

In the evening a dinner was served at the Uni- 
versity Club, after which the members were ad- 
dressed by Francis J. Carney, a prominent Boston 
attorney, who gave a very interesting talk concern- 
ing the doctors he had encountered on the witness 
stand. 

Tentative plans were made for the Spring meet- 
ing to take place at Worcester, Mass. 

Frep. Lyncn, M.D., Secretary. 





NEW ENGLAND PEDIATRIC SOCIETY 


The December Clinical meeting of the New Eng- 
land Pediatric Society was held December 11 in the 
Jackson Memorial, the new building of The Boston 
Floating Hospital at Ash and Nassau Streets. The 
meeting, presided over by Dr. Elmer W. Barron, 
Physician-in-Chief, was attended by more than fifty 
prominent New England pediatricians. After the 
clinical meeting and discussion, the group inspected 
the Jackson Memorial and the connected Medical 





Center Building of Tufts Medical School. Dinner 
was served in the main dining hall, at 6:30, the com- 
pany adjourning to the Medical Library, 8 The Fen- 
way, for a lecture at 8 o’clock by Dr. Homer F. Swift 
of the Rockefeller Foundation, New York,—‘“‘A Dis- 
cussion of the Recent Progress in Research Work 
in Connection with Rheumatic Fever.” 


—_—____ 


The following officers were elected for the coming 
year: 

President: Dr. Lewis Webb Hill, Boston. 

Vice President: Dr. Fred H. Allen, Holyoke. 

Secretary-Treasurer: Dr. Gerald Hoeffel, Boston, 


Member of Council: Dr. Elmer W. Barron, Bos- 
ton. 





SOUTH END MEDICAL CLUB 


Dr. Hilbert F. Day, Surgeon-in-Chief, New England 
Medical Center, lectured on “Treatment of Enlarged 
Veins of the Lower Extremity” at the meeting of the 
South End Medical Club held December 15 at the of- 
fice of the Boston Tuberculosis Association. Dr. 
Day said: “The chief causes of varicose veins are 
heredity, childbirth, and pressure. The most effective 
treatment nowadays is the injection of chemical sub- 
stances, sodium chloride and glucose, a varisol solu- 
tion and quinine urethane. The salines and salicy- 
lates have no toxic effect but do cause cramps. 
Quinine has been used most effectively and causes 
ro cramps. However, every patient should have a 
complete physical examination before any injection 
is given, as there are a few definite contraindica- 
tions such as endocarditis, acute phlebitis and preg- 
nancy. No pregnant woman should be given a quin- 
ine injection as it may cause an abortion. No more 
than 4 cc. of quinine urethane solution should be 
given in one day and every patient should be tested 
out for reactions caused by quinine. It is wise to 
give 1/3 ce. at first and await reaction. It is also 
necessary to have the patient rest after the injection. 
Of 58,000 tabulated cases there have been but four 
reported deaths following injections. One of these 
was caused by pulmonary embolism. This figure is 
much lower than the mortality of the operated cases. 
The injection method has both a financial and time- 
saving advantage.” 

Dr. Day started the first definite clinic at the Bos- 
ton Dispensary for the treatment of varicose veins 
by injection in November, 1928. The Medical Club 
asked many questions of Dr. Day during the lunch- 
eon. 





GREATER BOSTON MEDICAL SOCIETY 


The regular monthly meeting of the Greater Bos- 
ton Medical Society and the Beth Israel Hospital 
was held in that hospital on the evening of Decem- 
ber 9, 1931. Dr. William Dameshek presided. 

Dr. Moses Swick spoke on “Intravenous Urogra- 
phy as a Diagnostic Aid,’ basing the discussion on 
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his experience with Uroselectan at the Mount Sinai 
Hospital, New York City. Dr. Swick is the first to 
have used this procedure in urological diagnosis. 
The drug used is freely soluble, non-toxic, stable 
and is rapidly excreted in the urine. Dr. Swick has 
seen no severe reaction following its use, although 
the patient does occasionally experience nausea, 
vomiting and a generalized feeling of warmth. In 
a few cases there is a moderate degree of local 
pain at the time of injection. This method should 
not be considered a panacea for urologic diagnosis 
and is not intended to supplant older diagnostic 
procedures including cystoscopy and _ retrograde 
urography. Functional kidney tissue is necessary 
for visualization but a small amount of kidney tis- 
sue is able to secrete enough of the dye to cast a 
satisfactory shadow. In cases of ureteral obstruc- 
tion with secondary hydronephrosis the reservoir 
mechanism results in visualization even though the 
renal function is very low and results in an inten- 
sification of the shadow when the function is good. 
Bilateral failure of visualization may be due to gas 
and feces in the intestinal tract, improper time of 
exposure, or to a temporary suppression of kidney 
function. In such cases the test should be repeated. 
The only contraindication to its use is frank or 
latent uremia, as determined by the blood chemistry 
and tests of renal function. 

Dr. Swick showed lantern slides and films of a 
varied collection of cases in which this method has 
been of diagnostic aid. It is especially useful in pa- 
tients with vague abdominal symptoms as it offers 
a method of determining the presence or absence 
of pathology in the urinary system without subject- 
ing the patient to the discomfort of cystoscopy. In 
tuberculosis of the urinary tract it is often im- 
possible to do cystoscopy and ureteral catherization 
because of the extreme irritability of the bladder. 
In these cases it is possible to identify the tubercu- 
lous kidney by means of intravenous urography. In 
old persons and in infants and ‘children, this method 
has been especially successful. His slides demon- 
strated the diagnosis of stone, tuberculosis, tumors, 
and congenital anomalies. Dr. Swick has found that 
compressing the bladder for five to ten minutes be- 
fore exposing the films results in a more complete 
filling of the renal pelvis. He also discussed the oral 
use of a similar drug with which he has been work- 
ing recently, and which has given excellent results 
thus far. 

Dr. E. Granville Crabtree spoke on the “Practical 
Applications of Intravenous Urography.” This meth- 
od has greatly broadened the urologist’s field of diag- 
nosis enabling him to establish a diagnosis in many 
cases without subjecting the patient to the more 
severe procedure of cystoscopy. Dr. Crabtree has 
found it of special value in cases of ureteral calcu- 
lus, in tuberculous infections of the urinary tract, 
and during pregnancy. 

In the discussion, Dr. George Prather gave his 
experiences with the method at the Boston Lying-In 
Hospital. It has been found valuable in three class- 
es of patients: first, in those patients where there 





is vague abdominal pain that might be of renal 
origin; secondly, in patients with a single kidney 
where retrograde urography is to be avoided; and, 
thirdly, in patients with a history of renal disease. 
In his series of cases there has been no indication 
of danger to either the mother or child. Dr. Boris 
E. Greenberg stated that he has found intravenous 
urography especially valuable in infected cases 


where the retrograde method may further spread 


the infection. Dr. Samuel A. Robins pointed out 
that whereas the older methods simply gave data as 
to the size, position, and contour of the urinary 
tree, this new method allows the radiologist to ob- 
serve the physiologic functioning of the system. 





THE HEART COMMITTEE OF THE CAMBRIDGE 
TUBERCULOSIS AND HEALTH ASSOCIATION 


The Heart Committee of the Cambridge Tuber- 
culosis and Health Association sponsored a meeting 
on December 14 at the home of Mrs. Zachariah 
Chafee, Jr., 26 Elmwood Avenue, Cambridge, which 
was attended by members of the Association, public 
health and visiting nurses, social workers and teach- 
ers who listened to an address by Dr. T. Duckett 
Jones, Research Director of the House of the Good 
Samaritan, on “Functions of the Heart, and the 
Community’s Responsibility in Combating Heart Dis- 
ease.” 

This is the first of the series of educational talks 
which the Committee will give during the winter. 
Mrs. Chafee is chairman of the Heart Committee. 

MABEL GREELEY SMITH, 
Executive Secretary. 





WEBSTER-DUDLEY MEDICAL CLUB 


A meeting of the Webster-Dudley Medical Club 
was held in Webster December 16. Dr. Thomas F. 
O’Brien, Obstetrician of the Worcester City Hos- 
pital spoke on “Conduct of Normal Labor.” 

Dinner was served. 





HARVARD MEDICAL SOCIETY 


The regular meeting of the Harvard Medical So- 
ciety was held in the Peter Bent Brigham Hospital 
on December §. The address of the evening was 
given by Dr. John Fulton, Sterling Professor of 
Physiology, Yale Medical School. Dr. H. R. Viets 
presided as chairman. 

The medical case was presented by Dr. Eppinger. 
A fifty-one-year-old laborer entered the hospital com- 
plaining of progressive weakness and stiffness of the 
legs of two years’ duration. At the onset of the ill- 
ness there was numbness and tingling of the toes 
for which, after a blood examination, he was given 
liver extract by mouth. Nevertheless, his legs con- 
tinued to grow weaker; for three months he had 
been confined to bed. 

Physical examination showed a stiff back, spastic 
legs, bilateral clonus and Babinski, absent vibra- 
tion and position sense. The red count was 3.5, 


the hemoglobin 50. He was given 1 cc. of liver ex- 
tract subcutaneously or intramuscularly daily. The 
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red count soon became normal. All paresthesias are 
gone, but the legs are still weak. The diagnosis 
was combined system disease. 

In the discussion, Dr. Ayer stated that a fourth of 
these cases of cord degeneration will get better if 
treatment is begun early. Dr. Viets has observed 
that the spastic types do worse than the ataxic, 
and that the red count must be kept well over five 
million in cases with neurologic symptoms. 

Dr. Mahoney presented the surgical case. A fifty- 
three-year-old paperworker was wel] until three 
months ago, except for chronic bronchitis in the past 
five winters. At this time he fell while at work. He 
was well for another month when because of dizzi- 
ness he had to go to bed, where he has remained 
since. He has shown signs of mental regression and 
negativistic behavior in the past month. 

He was an uncooperative patient, stuporous, but 
not somnolent. There was a left hemiparesis, with 
slight rigor and catalepsis on the same side. Re- 
flexes were hyperactive on the left. There was left 
facial weakness, and bilateral Babinski and clonus. 
The eyegrounds were negative, pupils reacted slug- 
gishly. No evidence of arteriosclerosis, malignancy, 
or hypertension could be found. 

The blood and spinal fluid Wassermann were 
negative. The gold sol showed a tabetic curve, a 
protein of 140, and 23 lymphocytes. During his stay 
the patient has been incontinent. The lesion is con- 
sidered to be vascular in type, probably due to syph- 
ilis. 

Dr. Fulton spoke on “The Evolution of the Ba- 
binski Response as Illustrated in the Monkey, Ba- 
boon, and Chimpanzee.” His work is significant 
since it indicates a method by which the neurologic 
development of the human nervous system can be 
studied experimentally. 

During the World War the Babinski response 
was noted in many cases of transection of the spinal 
cord. Many neurologists considered that the dorsi- 
flexion of the toe was always associated with ham- 
string contraction and ankle flexion. It was there- 
fore of interest to determine the response in other 
primates. 

Transections were made of the spinal cords of 
monkeys. All reflexes are abolished for about four 
days because of the spinal shock. Then, surprising- 
ly, pinching of the sole will produce a tremulous 
flexion of the hallux. This is usually the only re- 
sponse to appear. In a few cases, at the end of the 
third week, stimulation will result in withdrawal of 
the extremity. 

In humans a little flexion of the toes may be 
noted on stimulation four days after transection, 
while about the third week the withdrawal response 
appears. 

Because of the difficulty in obtaining the Babin- 
ski response in the monkey by transection, resection 
of the. motor foot area in the cortex was tried. This 
was unsuccessful. Complete removal of a hemi- 
sphere was done as well without success. Then 


semisections of cords were done. Two weeks after 





this operation, pinching of the sole will produce the 
typical Babinski phenomenon. 


A resection of the motor foot area in a baboon 


resulted in a primitive form of the Babinski which 
has persisted for eight months. 

The chimpanzee, a higher primate, was next stud- 
ied. The motor foot area of the cortex was re- 
moved. On the second day after operation stimula- 
tion resulted in a little jerking extension accompa- 
nied by withdrawal of the leg. On the fifth day the 
extensor response was definite. This response con- 
tinued for five months, although the withdrawal com- 
ponent gradually disappeared; in three months only 
the updrawing of the hallux remained. 

Then in the same chimpanzee the opposite motor 
foot area was removed. This resulted in a perma- 
nent Babinski response, much increased, and a new 
postural position of the toes, which consisted of out- 
ward deviation of all except the hallux. The reason 
for the additional changes noted after bilateral ex- 
tirpation of the motor foot areas is that some of the 
descending corticospinal fibers do not cross, but 
descend in the same side of the cord. These ex- 
periments show the importance of the corticospinal 
tract in the production of the Babinski phenomenon. 

In the discussion that followed, Dr. Cushing cited 
a case which showed the importance of the ipse- 
iateral corticospinal fibers in man. The patient had 
a meningioma removed from the foot area of the 
left hemisphere with recovery from the previous 
spastic paralysis of the contralateral right leg. Sub- 
sequently, fully fifteen years afterward, a similar 
recurrent tumor appeared involving the foot area of 
the right hemisphere. The removal of this sec- 
ondary tumor produced an immediate bilateral 
spastic paralysis equally involving both lower ex- 
tremities from which the patient has shown scarcely 
any tendency to recover. One may assume, there- 
fore, that the leg centre of the right hemisphere 
had come to take over the motor function of both 
feet. 





THE WILLIAM HARVEY SOCIETY 


The December meeting of the William Harvey 
Society of Tufts College Medical School was held 
at the Beth Israel Hospital on Friday evening, De- 
cember 11. Dr. Joseph Hersey Pratt, Professor of 
Clinical Medicine, Tufts Medical School, acted as 
chairman. Dr. Hans Zinsser, Professor of Bacteriol- 
ogy and Immunology, Harvard Medical School, spoke 
on “Typhus Fever and Allied Diseases.” 

Of the four great pestilences, smallpox, plague, 
cholera, and typhus, the last has probably had the 
most profound influence on the political history of the 
world. Typhus has always been very closely re- 
lated to war because the conditions of war favor its 
propagation. While it doubtless existed long before, 
the first clear account of the disease appeared dur- 
ing the fifteenth century, and during the sixteenth, 
seventeenth, and eighteenth centuries one epidemic 
after another swept throughout Europe. The Ser- 
bian epidemic of 1914-15, in which there was a mor- 
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tality of from sixty to seventy per cent. and ap- 
proximately 300,000 deaths, had a profound influence 
on the early course of the World War. It has been 
estimated that between 25 and 30 million cases oc- 
curred in the Russias between 1917 and 1923 with 
about three million deaths. There is some evidence 
that the disease existed in Mexico in pre-Columbian 
times and the Aztecs had a disease that was identi- 
cal with the typhus fever seen in Mexico today. 

In 1909 Nicolle established the fact that the Euro- 
pean form of the disease was transmitted from man 
to man by the louse and that apes could be in- 
fected by the bite of the human louse. This es- 
tablished the method of propagation in epidemic 
times but did not explain the occasional sporadic 
cases seen in various areas. In 1926, Maxie studied 
an outbreak of typhus fever in Maryland and Del- 
aware that did not seem to be transmitted by the 
louse and suggested that there was probably an 
animal reservoir. It was later shown by Dyer and 
his associates that the rat fleas in Baltimore carried 
the virus. In conjunction with the American Hospi- 
tal in Mexico City, the Harvard Laboratories began 
the search for an animal host. Two strains of 
typhus fever virus were obtained from rats caught 
in the Belam prison in that city. It was also shown 
that the rat louse, polyplax, could transmit the dis- 
ease from rat to rat. Careful research has shown 
that the cycle of transmission is as follows: The 
animal reservoir is the rat and the rats are cross- 
infected by the rat louse and rat flea. It is trans- 
mitted to man by the rat flea and the human louse 
transfers it from man to man. It is possible, but not 
probable, that the bedbug is also involved in the cycle, 
although the virus can live in the bedbug. 

Nicolle in 1911 proved that blood from typhus 
fever patients produced a febrile reaction in guinea 
pigs and that the virus could be carried in these 
animals, thus paving the way for subsequent in- 
vestigators. The virus of Mexican typhus fever 
causes a febrile reaction in four to six days and at 
the same time there is a marked scrotal swelling. 
Examinations, first thoroughly made by Mooser, 
show that the lesion is in the tunica vaginalis, that 
this structure contains many small rod-like bodies 
identical with rickettsia and that the tissue is high- 
ly infectious. The virus of European typhus fever, 
however, produces a temperature change on the 
ninth day and no scrotal swelling is observed at that 
time. However, there is a slight reaction in the 
tunica vaginalis on the third or fourth day, before 
the onset of fever, and again the tissue is infectious 
and contains rod-like bodies. These observations 
establish the difference between Mexican and Euro- 
pean typhus fever. 

Many organisms have been considered of etiologic 
importance in the past but most have been the re- 
sult of uncritical bacteriologic observations and 
have subsequently been shown to be secondary in- 
vaders or the result of experimental error. The 
proteus bacillus of Weil and Felix is agglutinated by 


reaction is of great diagnostic significance. How- 
ever, the bacillus does not cause infection in experi- 
mental animals, does not immunize, and cannot be 
recovered from either lice or rats suffering with 
the disease and hence cannot be considered of eti- 
ologic importance. 

Dr. Zinsser is convinced that rickettsia prowazeki 
is the cause of typhus fever. It has been demon- 
strated in the tissues of men, lice, and rats. Almost 
pure suspensions of the organism may be obtained 
from washings of the peritoneal cavities of rats suf- 
fering from Mexican typhus fever and these suspen- 
sions cause the typical disease when injected into 
guinea pigs and other rats. 

All races and individuals are susceptible and 
there is no difference between the sexes. The dis- 
ease usually runs a milder course in children. One 
attack confers an immunity for about two years and 
there is probably an increased resistance for 
years. There are protective bodies in the blood 
stream when the temperature subsides but they 
disappear from the circulating blood in about three 
weeks. No satisfactory anti-serum has been devel- 
oped as yet and the convalescent serum gives only 
a short protection. Active immunity can be devel- 
oped only by the use of the virus, never by filtrates. 
Immunization with the living virus is possible, but 
too dangerous to be practical. Thus far no practi- 
cal vaccine has been made but a method is being 
developed at the Harvard Laboratories that has 
proved satisfactory in the immunization of animals 
and may eventually prove to be satisfactory in 
man. 

The clinical course of typhus fever is quite char- 
acteristic, but it is practically impossible to make the 
diagnosis before the rash appears. There is fever 
and malaise for several days with a terrific head- 
ache. Mental symptoms with delirium and excite- 
ment may be prominent features. The rash ap- 
pears on the sixth or seventh day, is purpuric in 
character, covers the body like a mantle and leaves 
a brownish discoloration as it fades. The fever 
usually comes down in about two weeks. The Weil- 
Felix reaction which becomes positive on about the 
eighth or ninth day is of greatest diagnostic im- 
portance. 

Mexican and European typhus fever are two dis- 
tinct types of the disease each having a character- 
istic course in guinea pigs. Yet they confer a cross 
immunity, illustrating their close relationship. It is 
possible to immunize rats against either the Mexi- 
can or European virus by the use of Mexican vac- 
cine. This is of extreme importance because it has 
not been possible to produce the European virus in 

a concentration satisfactory for vaccination ex- 
periments. 

The Malayan type of typhus fever has further dif- 
ferences from these two and recently Monterio has 
described a disease in San Paulo that has some re- 
semblance to typhus fever and some to Rocky Moun- 
tain spotted fever and is transmitted to human be- 
ings by ticks rather than by lice. The Eastern and 





the serum of the patient with typhus fever and the 
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the typical types of Rocky Mountain spotted fever 
both typhus. In 
diseases Dr. Zinsser believes that there is an Oppor- 


have resemblances to these six 


tunity to study the evolution of a group of diseases 
as they are all so closely related. Tsutsugamushi 
fever also probably fits into this series. 


MASSACHUSETTS PSYCHIATRIC SOCIETY 


The next meeting of the Society will be held at 
the Boston Psychopathic Hospital, 74 Fenwood Road, 
on Wednesday evening, December 30, 1931, at eight 
o'clock. The program will be as follows: 

“A Criminological Laboratory in the Massachusetts 
Mr. Frank Loveland, Jr., Di- 


rector of Research in Crime Prevention, Department 


Correctional System,” 


of Correction. 
“Two Years’ Experience of the Briggs Law (1928- 
1930),” Winfred Overholser, M.D., Boston. 
Light refreshments will be served. 
WINFRED OvERHOLSER, M.D., Secretary. 


<i 
— 





SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


December 30—New England Baptist Hospital. 
1220, issue of December 17. 

December 30—Massachusetts Psychiatric Society. See 
notice above, 

January 6-June 1—New England Heart Association. 
See page 891, issue of October 29. 

January 8- May 6—The William Harvey Society. See 
page 745, issue of October 8. 

March-April, 1932; Autumn, 
graduate Courses in Berlin. 
cember 10. 

April 4-8, 1932—The American College of Physicians. 
See notice on page 1232, issue of June 4. 

May 9-13, 1932—American Medical 
Orleens, La. 

June 8, 9, 10, 1932—Massachusetts Medical Society, Hotel 
Statler, Boston. 


DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 
January 13, 1932—Kenoza Country Club, Haverhill. 12:30, 
Dinner. Dr. George H. Bigelow, Commissioner of Health 
of Massachusetts: *‘The Relationship Between the General 
Practitioner and the Department of Public Health, Past, 
Present and Future.” 


See page 


1932—International Post- 
See page 1169, issue of De- 


Association, New 


E. S. BAGNALL, M.D., Secretary. 
May 4, 1932—Annual meeting at Lawrence. 


Essex South District Medical Society 


January 6, 1932, Wednesday—Danvers State Hospital, 
Hathorne. Clinic 5 P. M. Dinner 7 P. M. Speaker: Dr. 
ar nee, Boston. Subject: Modern Treatment of 

yphilis. 


February 3, 1932, Wednesday—Council Meeting, Bos- 
ton. 


February 10, 1932, Wednesday—Hawthorne Hotel, Salem. 
Dinner 7 P. M. Speakers: Dr. Lincoln F. Sise and Dr. 
Harry H. Germain. Subject: Selection of the Anesthetic 
for the Patient and Operation. Dr. Sise to speak from 
the viewpoint of the Anesthetist, and Dr. Germain from 
the viewpoint of the Surgeon. 


March 2, 1932, Wednesday—Lynn Hospital. Clinic 5 
P. M. Dinner 7 P. M. Subject to be announced later. 
Speaker: Dr. Elmer W. Barron, Boston. 

April 6, 1932, Wednesday—Essex Sanatorium, Middleton. 
Clinic 5 P. M. Dinner 7 P. M. Speaker: Dr. Arthur P. 
Wakelield, State Department of Health. Subject: 10-Year 
Tuberculosis Program in the Public Schools. 


May 5, 1932, Thursday—Censors’ Meeting, Salem Hospi- 
tal, 3:30 P. M. 








May 10, 1932, Tuesday—Annual Meeting. The Tavern, 
Gloucester. Speaker and subject to be announced later. 
Ladies invited. 


Franklin District Medical Society 
Meetings will be held on the second Tuesday of Janu- 
ary, March and May at the Weldon, Greenfield, at 11 A. M. 
CHARLES MOLINE, Secretary. 


Middlesex East District Medical Society 
At a meeting of the executive committee the following 
schedule for the Middlesex East District Medical Society 
was arranged: 
January—At Melrose. 
March—At Reading. 
May—At Woburn. 


All meetings on the second Wednesday of each month 
unless otherwise announced. 


Norfolk District Medical Society 


January 26, 1932—Boston Sanatorium, Mattapan. Dr. 
Timothy J. Murphy. Meeting to be devoted to Diseases 
of the Chest. 

February 23, 1932—Place to be announced. Clinico- 
Pathological meeting, Dr. Frank S. Cruickshank, Dr. F. B. 
Mallory, or a representative from his department. 


March 29, 1932—Place to be announced. Boston Publie 
Health Meeting. Speakers, Honorable James M. Curley, 
Dr. Francis X. Mahoney, Dr. Charles Wilinsky, Dr. W. H. 
Griffin. 

May, 1932—Annual Meeting, date and place to be an- 
nounced. 

May 5, 1932—Censors’ Meeting for examination of can- 
didates. Roxbury Masonic Temple, 171 Warren Street, 
Roxbury, 4 P. M. Fee $10.00 payable at time of examina- 
tion. All candidates will have applications in the hands 
of the secretary One week prior to this date. All candi- 
dates from Medical Schools not on approved list of Society 
must have application complete two weeks prior to date 


of examination. 
F. S. CRUICKSHANK, Secretary. 


Norfolk South District Medical Society 
January 7—Speaker: William Reid Morrison, M.D. Sub- 
ject: Stomach Surgery. 
February 4—This meeting will be held at the Quincy 
City Hospital. The program will be furnished by the 
members of the hospital staff. 


March 3—Speaker: Roderick Heffron, M.D. Subject: 
Pneumonia. 

April 7—To be announced later. 

May 5—Annual meeting. 

The time of all meetings is 12 o’clock noon. All meet- 


ings, except February 4, will be held at the Norfolk County 
Hospital, South Braintree. Censors will meet on May 5 
at 11:15 A. M. at the Norfolk County Hospital. 


N. R. PILLSBURY, Secretary. 


Suffoik District Medical Society 
January 27, 1932—General Meeting in Association with 
the Boston Medical Library. Titles and speakers to be 
announced later. 


ney 24, 1932—Clinical Program, the Children’s Hos- 
pital. 


March 30, 1932—Clinical Program, New England Dea- 
coness Hospital. 
April 27, 1932—The Annual Meeting, 
Library. Election of Officers. 
The Medical Profession is cordially invited to attend 
all of these meetings. 
GEORGE S. DERBY, M.D., President.* 
LELAND S. McKITTRICK, M.D., Secretary. 
HILBERT F. DAY, M.D., Boston Medical Library. 


Worcester District Medical Society 


Wednesday evening, January 13, 1932—Worcester City 
Hospital, Worcester, Mass. 6:30—Dinner, complimentary 
sl City Hospital. 7:45—Program: To be announced 
ater. 


Wednesday evening, February 10, 1932—Worcester State 
Hospital. 6:30—Dinner, complimentary by the Worcester 
State Hospital. 7:45—A psychiatric program to be an- 
nounced later. 


Wednesday evening, March 9, 1932—Memorial Hospital, 
Worcester, Mass. 6:30—Dinner, complimentary by Memo- 
rial Hospital. 7:45—A pediatric meeting with subjects 
to be announced later. 

Wednesday evening, April 13, 1932—Grafton State Hos- 
pital, North Grafton, Mass. 6:30—Dinner, complimentary 
by Grafton State Hospital. 7:45—Program to be an- 
nounced later. 


Wednesday afternoon and evening, May 11, 1932—An- 
nual Meeting. Program to be announced later. 


ERWIN C. MILLER, Secretary. 


Boston Medical 


*Deceased. 
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